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Modern Treatment Abruptio Placentae 


JAMES MERRILL, M.D., San Francisco 


HEMORRHAGE CONTINUES one the major 
causes maternal death. Deaths due infection 
have decreased sharply but there has been much less 
change the proportionate number deaths due 
other members the classical triad—toxemia and 
hemorrhage. The work several maternal welfare 
committees indicates that probably per cent 
hemorrhagic deaths are preventable. Therefore, 
order reduce maternal mortality further, the pre- 
vention, control and treatment hemorrhage must 
improved. 

Premature separation normally implanted 
placenta, which occurs approximately per cent 
all viable pregnancies, probably the most haz- 
ardous the causes third trimester bleeding. 
While for the most part only the severe grade 
abruptio placentae that causes death, the mortality 
rate associated with this grade approximates per 
cent. Fortunately, the severe form not common, 
occurring about per cent cases premature 
separation. Often the only evidence premature 
separation that found pathologic examination 
the placenta. Moreover, diagnosis and treatment 
abruptio placentae are frequently linked with an- 
other complication pregnancy—toxemia. 

There has been considerable change the man- 
agement this complication pregnancy recent 
years. Not long ago medical students were taught 
ultra-conservative approach which included rupture 
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Abruptio placentae, its severe form, causes 
the most hazardous type third trimester bleed- 
ing. The severe grade may accompanied 
systemic effects, some which are potentially 
lethal. knowledge these, well system 
grading the severity terms maternal risk, 
essential understanding therapy. Cases 
basis clinical factors. delay delivery, 
Grade III, may result increased incidence 
serious maternal complications. Grade II, 
immediate cesarean section has reduced the fetal 
mortality rate. 

managing Grade III premature separation 
the placenta, the following steps should 
out: (1) Laboratory study, including 
plasma fibrinogen; (2) vaginal examination 
confirm the diagnosis and rupture the mem- 
branes; (3) indicated therapy systemic effects 
with fresh whole blood and fibrinogen, before 
considering any operative delivery; (4) election 
mode delivery which will terminate the 
pregnancy less than about six hours after on- 
set separation; this will frequently ce- 
sarean section; (5) careful attention post- 
partum care avoid shock and renal failure. 

Grade II, the same principles therapy 
obtain. the fetal heart tones are present, how- 
ever, and vaginal delivery not imminent, im- 
mediate cesarean section justified. Complete 
conservatism, with vaginal delivery, recom- 
mended Grade 


the membranes, packing the cervix and vagina 
tightly, application tight “Spanish windlass,” 
and anticipation vaginal delivery regardless 
fetal maternal condition. Then less conservative 
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attitudes developed which, extremist quarters, 
was carried recommendation immediate ab- 
dominal delivery every case abruptio placen- 
tae. Increasing knowledge this complication 
pregnancy has brought about more rational ap- 
proach the problem. Even so, differences opin- 
ion exist with regard the relative merits con- 
servative and radical approaches their modified 
forms. Essential understanding the thera- 
peutic principles involved knowledge the sys- 
temic effects abruptio placentae and proper 
grading severity terms maternal risks. 


SYSTEMIC EFFECTS ABRUPTIO PLACENTAE 


Various lines investigation have shown the se- 
vere grade premature separation the placenta 
accompanied systemic effects, some which 
are potentially lethal, and which include: 


Clinical shock, sometimes out proportion 
blood loss hypotension. 


Disseminated deposition fibrin. 


vivo defibrination the blood with 
decrease absence fibrinogen, sometimes result- 
ing incoagulable blood. 


Ischemia the renal cortex, leading vary- 
ing degrees necrosis. 


Activation fibrinolysin the plasma. 


now widely accepted that acute intravascular 
coagulation with disseminated deposition fibrin 
the basic pathologic change severe cases pre- 
mature separation the placenta, and that all the 
systemic events may result from the escape bio- 
logically active materials from the placental separa- 
tion site into the maternal circulation. Liberation 
thromboplastic substances initiates the process. 
Prothrombin converted into thrombin which 
turn converts fibrinogen fibrin, leading de- 
posits fibrin throughout the body. This defibrina- 
tion brings about reduction absence plasma 
fibrinogen and the blood may become incoagulable. 
The critical level about 100 120 mg. fibrin- 
ogen per 100 cc. plasma. Fibrin deposits, per- 
haps the hematoma tissue extracts, incite adaptive 
appearance fibrinolytic enzymes. Thrombin also 
causes lysis platelets, which largely disappear 
from the circulation during this process. Thrombo- 
cytopenia common. The destroyed platelets release 
serotonin, potent vasoconstrictor which, rats, 
has been shown produce renal ischemia and cor- 
tical necrosis. While, humans, the effect shock 
and fibrin deposition are primary importance 
this renal lesion, serotonin may play role renal 
cortical necrosis. 
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THE GRADES ABRUPTIO PLACENTAE 


must borne mind that the systemic effects 
abruptio placentae are essentially limited the 
severe grades—a fact too often ignored. Therefore, 
the grading severity abruptio placentae 
importance determining the therapy. The system 
grading should express some way the approxi- 
mate maternal risk resulting from the placental sepa- 
ration. The severity the disease not dependent 
upon the etiologic factors and not always related 
the extent separation, but rather the amount 
concealed hemorrhage. previously reported 
study various aspects the clinical management 
abruptio placentae, three hospitals the San 
Francisco Bay Area, the following system grading 
severity was followed: 


Grade These are clinically unrecognized before 
delivery and the diagnosis based upon examina- 
tion the placenta. 


Grade These show external bleeding only, 
mild uterine tetany, but evidence maternal 


shock. 


Grade this group there uterine tetany, 
ordinarily with uterine tenderness, possibly external 
bleeding, fetal distress; but evidence maternal 


shock. 


Grade III: Here there evidence maternal 
shock coagulation defect, uterine tetany and in- 
trauterine death the fetus. 


this study was felt that the incidence 
maternal complications was related 
vative approach the problem and delay de- 
livery. relating the maternal complications 
Grade III cases the time elapsing between onset 
abruptio placentae and delivery, was noted that 
cases which delivery was carried out less 
than six hours after onset, serious complications de- 
veloped only two—a hemorrhagic tendency 
both instances. When delivery was delayed more 
than six hours, there was increase frequency 
serious complications. Serious complications de- 
veloped each six cases which there was 
delay more than hours; three the patients 
became anuric and died. 


Fetal mortality Grade III cases 100 per cent, 
definition. only the milder grades, there- 
fore, that the mode delivery can expected 
influence fetal mortality. The author found that the 
fetal mortality rate was significantly reduced im- 
mediate cesarean section the case patients with 
Grade abruptio placentae. Other investigators 
have reported similar observations. 


apparent that the treatment must depend 
upon the severity the premature separation 
judged clinically. dealing with premature separa- 
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tion severe grade, the following steps should 
carried out: 


Laboratory Study 


Typing and crossmatching blood should 
done immediately, well determination hemo- 
globin, hematocrit and estimation plasma fibrino- 
gen. possible, rapid laboratory test for fibrino- 
gen should done. Unfortunately, the usual labora- 
tory methods for fibrinogen determination take 
long time and are impractical acute situations 
odd hours the night. More widely used are the 
rapid tests which may carried out the bedside. 
The one most frequently used the “clot observa- 
tion test”: specimen cc. blood observed 
test tube. see firm, normal-sized clot 
forms. clot does not form, can assumed 
that the fibrinogen concentration less than mg. 
per 100 cc. and that serious coagulation defect ex- 
ists. The size and stability the clot are more im- 
portant than the time required for clotting. clot- 
ting occurs, the test tube should incubated 
37.0° for one hour. hypofibrinogenemia 
present, soft fragile clot will form which red 
cells will extruded the clot retracts, leaving 
only small nubbin, completely disintegrated 
clot. Other rapid methods which thrombin 
used reagent have been described. Most con- 
venient these marketed Ortho Company 
under the trade name Fibrindex®. Adequate in- 
structions come with each package. 


Vaginal Examination 


Vaginal examination should done soon 
the patient’s condition will permit. the diagnosis 
confirmed, the membranes should ruptured. They 
should ruptured irrespective the condition 
the cervix. Effective labor may result even pa- 
tient with “unripe” cervix. Equally important, 
amniotomy, lessening the intrauterine pressure, 
may decrease the autoinfusion tissue extracts 
from the separation site and halt the progression 
systemic effects. 


Therapy Systemic Disease 


Treatment systemic disease must include 
prompt replacement fibrinogen, indicated, and 
ample quantities fresh whole blood. Bank blood 
less value restoring fibrinogen levels and may 
actually lower them. minimum gm. fibrino- 
gen usually recommended, but much three 
times this amount may needed restore normal 
hemostasis. 

Frequent determinations estimations plasma 
fibrinogen will enable the physician determine 
the actual amount needed. Fibrinogen should ad- 
ministered until stable clot will form. Hepatitis 
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may occur following administration fibrinogen, 
although uncommon. British investigators sug- 
gest that when human fibrinogen not available, 
triple quadruple-strength reconstituted plasma 
may used. One unit quadruple-strength plasma 
contains about 4.4 gm. fibrinogen. The use 
plasma expanders probably contraindicated. There 
considerable clinical and experimental evidence 
show that dextran can exert unfavorable action 
the coagulation mechanism with decrease 
fibrinogen levels. Thus, borderline cases, the use 
dextran may enough tip the balance and 
convert subclinical fibrinogenopenia into state 
incoagulable blood. believe that when coagula- 
tion defect anuria present, vasodilator drug 
should used immediately aid preventing kid- 
ney necrosis. Apresoline® (hydrazinophthalazine) 
30.0 mg. intravenously, recommended. 

All the foregoing therapy should carried out 
before considering operative delivery. Failure 
correct the systemic effects abruptio placentae 
prior operative intervention may prove hazardous 
because clotting defects, and may lead unneces- 
sary hysterectomy control persistent uterine bleed- 
ing. However, once the coagulation defect and shock 
are corrected, and the blood volume restored, too 
great delay delivery dangerous. 


Mode Delivery 


mode delivery should elected which will 
terminate the pregnancy less than six hours after 
the onset separation. (Some investigators place 
the time limit hours.) The choice will based 
upon the condition the cervix, the state and ef- 
fectiveness labor, and the degree shock. suit- 
able cases Pitocin® (oxytocin) given intravenously 
may used safely provide adequate labor. Ce- 
sarean section will frequently the method 
choice cases which the cervix not effaced 
dilated. The presence dead fetus should never 
deterrent cesarean section the maternal 
condition warrants it. 


Postpartum Care 


Postpartum care requires careful attention. Blood 
lost should carefully replaced. should noted 
that the measured retroplacental clot represents less 
than one-half the total blood loss. Previously un- 
recognized hypertension may become apparent. 
recent years, the improvement methods treating 
hemorrhage has resulted increase the pro- 
portion deaths from renal failure. Thus, 
patients one large British series who died 
abruptio placentae, died renal failure after 
they had survived the acute phase. Renal failure, and 
particularly poorly managed renal failure, was con- 
spicuous the present study. results from bi- 
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lateral cortical necrosis tubular nephrosis, secon- 
dary loss blood and shock. Great care must 
given fluid and electrolyte balance. Overhydration 
can especially harmful. some cases, artificial 
dialysis may necessary. Fibrinogen levels rapidly 
return normal following evacuation the throm- 
boplastin source. However, the renal lesions are not 
always—or rapidly—reversed. 


The principles treatment are the same the 


justified the interest the baby well the 
mother. 

the milder cases—Grade and rarely 
progress Grade II, conservative management 
indicated. Replacement lost blood important. 
Rupture the membranes and artificial stimulation 
labor with intravenous administration Pitocin, 
when necessary, will almost always result suc- 
cessful outcome and vaginal delivery. 


iversi iforni Medicine, Francisco 22. 
moderate grade, Grade which inadequately University California School San Francisco 


managed may progress Grade III. However, sys- 
temic effects are uncommon and shock not fac- 
tor. fetal heart tones are present and vaginal de- 
livery not imminent, immediate cesarean section 
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for Patients Taking Anticoagulants 


INCREASING NUMBERS patients are receiving prolonged therapy with anti- 
coagulants. Askey al. recently reported the extraction teeth, without in- 
cident, dentists who were not told the patients that they were taking dicou- 
marol. Moreover there have been reports this country and abroad replace- 
ment aortic and iliac arteries and mitral commissurotomy while patients 
have been full anticoagulant therapy without ill effects. Such reports are 
reassuring, but there are certain other risks with regard persons receiving 
dicoumarol—for example, accidental injury either internal external, which 
the patient can not excitement does not tell whoever administers first aid 
that taking the anticoagulant. 

For this reason, have such patients carry card which print red ink 
the following: 


TAKING DICOUMAROL MEDICINE AND BLOOD ANTI- 
CASE INJURY EVEN MINOR DEGREE GET MEDICAL ATTENTION 
IMMEDIATELY AND CONTROL BLEEDING CONTINUOUS FIRM PRESSURE SITE 
BLEEDING. BLOOD TYPE 


The most practical place carry this card (if the person drives car) 
the back the patient’s drivers license plastic container, this the most 
frequently looked for identification, and perhaps also the steering post above 
the automobile registration card. 


Stern, M.D. 


Beverly Hills 
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Modern Treatment Placenta Previa 


Study 234 Cases 


WILLIAM BUSTER McGEE, M.D., and 
THOMAS M.D., San Diego 


THE YEARS 1947 through 1956 there were 
48,752 deliveries Mercy Hospital, San Diego. 
Placenta previa occurred 234 cases (0.48 per 
cent). Only cases bleeding which the diagnosis 
was proven either pelvic examination cesarean 
section were included this series. the mothers, 
192 (82 per cent) were multigravida and (18 
per cent) primigravida. Fifty-three per cent) 
had had one more previous abortions, about the 
same proportion reported Davis and Camp- 
bell? and other investigators. The average age the 
patients was years; the average gestation, 
weeks. The average length time from onset 
bleeding delivery was weeks. All the patients 
said there was pain associated with the bleeding. 
classification they were divided 
follows: Central (placenta completely covering 
(38.5 per partial (placenta covering part 
os), 125 (53.4 per cent) low implantation (pla- 
cental edge palpable lateral the os), per 
cent). 


DIAGNOSIS 


The characteristic, but means pathogno- 
monic symptom placenta previa painless vaginal 
bleeding which may occur any time after the pla- 
centa established but usually during the third 
trimester. The blood usually bright red. Recurrent 
episodes are common and the quantity varies from 
few drops profuse hemorrhage. only about 
per cent the cases painless vaginal bleeding 
the third trimester pregnancy the symptom 
due placenta previa. According Fish and co- 
and Ferguson,* rupture the marginal 
sinus the cause one-third the cases pain- 
less antepartum bleeding. Some the cases classi- 
fied partial placenta previa the present series, 
particularly those which there was bleeding 
until labor began, may well have been cases 
rupture marginal sinus low implanted 
placenta. series cases painless bleeding 
the last trimester reported Hobbs and Price,® 
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Study was made 234 cases placenta previa 
48,752 deliveries one hospital 
during the period 1947-1956. There was ma- 
ternal mortality. The uncorrected fetal mortality 
rate for all weight groups was 21.4 per cent. The 
rate varied from per cent babies under 
1,500 grams 5.7 per cent babies over 2,500 
grams. Initial conservative management per- 
mit gestation continue close term pos- 
sible advisable. 

Ultimate termination the pregnancy 
cesarean section under spinal anesthesia gave the 
best results. The incidence transverse and 
breech presentations association with placenta 
previa was inordinately high. progressive trend 
toward more conservative treatment placenta 
previa was noted the present series, with 
concomitant reduction fetal mortality rate. 


placenta circumvallata was the cause per cent. 

the present series there were 105 (45 per cent) 
patients who lost estimated 500 cc. more 
blood. One hundred and forty-five patients were 
given one more units blood. There were 
transverse and breech presentations, inor- 
dinately high incidence. 

only seven cases the series was diagnosis 
placenta previa made x-ray visualization. 
Dipple and and using soft tissue 
x-ray technique, were able visualize the site 
the placenta per cent cases. Ball and 
Golden! stressed the value the relationship the 
fetal head (in vertex presentation) the mid- 
sagittal plane aid diagnosis. Prentiss and 
using air cystograms, were able diag- 
nose placenta previa with per cent accuracy 
vertex presentation. 

believe these important diagnostic aids should 
used more frequently than was done the pres- 
ent series, particularly when bleeding not ex- 
cessive and expectant treatment being used. 

make diagnosis placenta previa cases 
profuse bleeding minor bleeding near 
term, necessary sterile vaginal exam- 
ination. Almost all cases this series were diag- 
nosed pelvic examination. Although has always 
been customary advocate steril vaginal examina- 
tion the operating room, with all preparations 
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made for immediate cesarean section, practice 
has been found quite safe the delivery 
room, provided compatible blood available and 
the operating room has been alerted the possibility 
immediate cesarean section. Catheterization 
should done make sure the bleeding not 
the urinary tract. The possibility the blood coming 
from the rectum also must investigated. First, 
speculum examination made rule out bleeding 
from varicose veins the vagina and cervix, car- 
cinoma the cervix, cervical polyps, abruptio pla- 
centa and ruptured uterus. gentle pelvic exam- 
ination, trained fingers can frequently palpate the 
placenta through the fornices the vagina. there 
intracervical examination, should done 
very gently try decide whether bleeding 
from central partial placenta previa from 
other causes. The dangers starting bleeding 
palpating inside the cervical canal should always 
kept mind. Rectal examination should never 
done pregnant patient with vaginal bleeding. 


PROGNOSIS 


The maternal prognosis placenta previa good 
the patient put hospital promptly and ade- 
quate blood available. There were maternal 
deaths the present series. Paalman and 
who collected data 2,147 cases placenta previa 
noted maternal mortality rate 1.5 per cent, with 
death due hemorrhage the vast majority 
cases. The total uncorrected fetal mortality the 
present series was (21.4 per cent). Although 
reported that “in our hands infants 
small 1,588 grams were the average well 
off when delivery was immediate when delivery 
was delayed.” the present series delayed delivery 
was associated with much better fetal salvage results: 


Number Dead 
(Per Cent of Series) (Per Cent) 


Less than 1,500 (17) (88) 
2,500 grams and over. 144 (54) (5.7) 


reported three times many fetal 
abnormalities placenta previa normal, un- 
complicated deliveries. the present series there 
was indication abnormalities incompatible 
with life, but autopsy was not done all cases 
fetal death. The fetal mortality rate cases 
cesarean delivery was per cent; cases 
vaginal delivery, per cent. This does not reflect 
true statistical difference, for was often elected 
not put scar the uterus when was felt 
the attending obstetrician that the fetus was previ- 
able dead. 

The various complications and the number 
cases which each occurred the series were: 
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Transverse presentation, 18; breech presentation, 
18; toxemia, 10; associated abruptio placenta, 13; 
cesarean hysterectomy, shock, prolapsed cord, 
fibroids, postpartum hemorrhage, anuria, 
evisceration and placenta accreta, each. 


TREATMENT 


The treatment placenta previa has become 
more conservative the past years. the pres- 
ent series cesarean section was done all cases 
1948, per cent cases 1956. 
was early advocate conservative treatment, 
and this point stated most emphatically 
that placenta previa not fatal and that the patient 
will not bleed death let alone. Overstreet and 
noted that per cent cases bleeding 
the third trimester stopped hours with 
other treatment than bed rest and mild sedation. 
Therefore there need hurry pelvic 
examination. can delayed while the bleeding 
subsiding—assuming compatible blood hand 
for transfusions necessary. Then, when conditions 
are ideal, the pelvic examination can done. How- 
ever, patient should never discharged from the 
hospital without this final diagnostic check. 


All patients with bleeding the last trimester 
should put hospital and blood for transfusions 
made available. The patient’s blood should ex- 
amined and anemia present enough blood 
should given restore the hemoglobin content 
within normal limits. X-rays should taken 
locate the site the placenta, estimate the maturity 
the baby and determine whether fetal abnormali- 
ties are present. this time the method delivery 
should decided. the patient not bleeding 
profusely she should kept the hospital bed 
rest and the weight baby estimated 
under 2,500 grams, pregnancy should permit- 
ted continue because the greater chance 
fetal salvage. Since about per cent patients 
with placenta previa are multiparous, vaginal de- 
livery can safely carried out many cases 
partial previa. This would depend the size the 
baby, the ripeness the cervix and the condition 
the mother. believe that all cases central 
placenta previa delivery should cesarean 
section. 


vaginal delivery decided upon, the mem- 
branes should ruptured and the patient permitted 
into labor. Although Johnson and Greenhill 
have expressed the belief that Pitocin® contrain- 
dicated the presence placenta previa, our 
opinion that the contractions are irregular 
ineffectual, the careful administration dilute Pito- 
cin units 500 cc. glucose water) intraven- 
ously, under the constant supervision the attend- 
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ing obstetrician, safer and more effectual than the 
use Willets traction forceps. Twelve the patients 
the series were given Pitocin described and 
except for vaginal laceration one case there were 
complications ascribable the preparation. Use 
the Voorhees bag and Hicks version and extrac- 
tion methods delivery are mentioned only 
decried. 


The attending obstetrician should not attempt 
hurry the labors patient with placenta previa, 
for very often the blood supply the lower uterine 
segment makes the placental site friable and easily 
needle the vein with slow glucose infusion run- 
ning should necessary treat for severe hem- 
orrhage shock. When the head the baby 
the perineum, low forceps delivery can done, 
but very dangerous try deliver the baby 
unless dilation complete. was almost routine 
the present series give ergonovine, 0.2 mg. intra- 
muscularly, with the baby being delivered slowly. 
are opposed the Credé expression the 
placenta, although the Brandt-Andrews method may 
tried. this method fails, not hesitate 
remove the placenta manually. the bleeding con- 
tinues the end the third stage, units 
Pitocin can given intravenously and the Dickin- 
son method massaging the uterus and compressing 
the lower uterine segment against the spinal column 


tried. The vagina and cervix should inspected 


and any lacerations and bleeding vessels sutured. 
this does not control the bleeding the uterus and 
vagina should firmly packed with gauze. Bleeding 
through this pack indication for immediate 
hysterectomy. 

Saddle block was the anesthetic method choice 
for vaginal delivery, although many patients needed 
only light gas anesthesia and local infiltration. 
are opposed cyclopropane because the added 
danger the fetus and because precludes the use 
Pitocin. 

the 174 babies delivered cesarean section, 
(19 per cent) died; (28.3 per cent) the 
delivered vaginally died. 160 cases (93 per 
cent) low spinal anesthesia was used for cesarean 
section, and these cases (18 per cent) the 
baby died. cases per cent) cyclopropane 
was used; four the babies died. 

not believe that clamping the uterine ar- 
teries from below will control the postpartum hem- 
orrhage, since bleeding can continue from the col- 
lateral circulation the ovarian arteries. 


DISCUSSION 


From review the present series seems that the 
trend the treatment placenta previa Mercy 
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Hospital permit gestation continue close 
term possible. vaginal delivery contra- 
indicated because profuse bleeding central 
placenta previa, then cesarean section should 
done with low spinal anesthesia. Should vaginal 
examination cause profuse bleeding, the vagina may 
packed control the bleeding until cesarean 
section done. 


Although there trend toward more selective 
use cesarean section, our results with vaginal 
delivery are still not good with abdominal 
delivery. There seemed little question that 
bleeding was sufficient indicate pregnancy should 
terminated, cesarean section was the treatment 
choice rather than rupture the membranes and 
the use Pitocin, unless early safe vaginal delivery 
could anticipated. 


Spinal anesthesia was associated with the best 
results; but noted that since Mercy 
Hospital the method choice for most elective 
operations, may assumed that when cyclopro- 
pane was used was because the patient had some 
contraindication spinal anesthesia. 


Low cervical section was done 130 the 143 
cases abdominal delivery the series, and low 
spinal anesthesia was used 121 those cases. 
Although usually use transverse incision the 
lower uterine segment for cesarean delivery un- 
complicated cases, believe that longitudinal 
incision the lower segment better cases 
placenta previa, particularly the placenta at- 
tached the anterior wall. small incision can 
made the lower uterine segment and easily 
extended with the two index fingers. the uterine 
wall slowly and carefully cut down the placenta, 
many the large blood vessels can clamped with 
Pennington forceps. necessary tear through 
the placenta, the baby should delivered immedi- 
ately and the cord clamped order prevent fetal 
anemia from direct loss blood. One the advan- 
tages the low cervical section that the placental 
site can seen and any areas bleeding sutured 
and 

All babies delivered should have repeated blood 
examination, with replacement necessary. there 
has been much bleeding, repeated determination 
fibrinogen content advisable. The blood loss dur- 
ing the antenatal period and during delivery should 
replaced. very careful matching blood should 
done prevent reactions. 

2290 Sixth Avenue, San Diego (McGee). 
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For Your Patients— 


understanding between doctor and patient. 


message all mean it— 


Certainly, let’s talk about fees... 


this day and age think all are faced with many similar financial problems. 
Though our incomes may derived from different sources, our expenditures, for the 
most part, consist food, clothing, shelter and other expenses including medical care. 

your personal physician, you realize income solely from fees; fees which 
believe entirely reasonable. However, should you ever have any financial worries, 
most sincere when say that you discuss frankly with any questions 
regarding services fees. The best medical care based friendly, mutual 


probably noticed that have plaque office which carries this identical 
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Sincerely, 


MESSAGE Attractive, postcard-size leaflets, you fill signature. Available any quan- 

tity, charge another service CMA members. Please order Message Number from CMA, 

Department, 450 Sutter, San Francisco. (If you not have the plaque mentioned copy, let 
know and will mailed you.) 
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The Natural History Mycosis Fungoides 


EUGENE FARBER, M.D., HAROLD SCHNEIDMAN, M.D., 
and JOSE LLERENA G., M.D., San Francisco 


FUNGOIDES was first described entity 
the French dermatologist, Alibert, Be- 
tween that date 1936, 546 cases were reported 
the world Alibert named the disorder 
pian fungoide because the resemblance yaws, 
but later date (1835) used the appellation 
mycosis fungoides. The term mycosis was used 
describe the mushroom-like tumors; there was 
intention suggesting that fungus might 
etiologic factor. 1885, Auspitz introduced the term 
granuloma fungoides because that the 
disease represented inflammatory reaction the 
reticuloendothelial system. 


Also 1885, Vidal and first described the 
d’emblee form, which tumors are 
lesions. Besnier and Hallopeau, 1892, described 
the premycotic erythematous stage. 


THE NATURAL COURSE MYCOSIS FUNGOIDES 


Clinically, mycosis fungoides occurs three 
stages, the erythematous, the plaque and tumor 
stage. 

The erythematous stage, also known the pre- 
mycotic phase, one widespread localized 
areas erythema dry “eczema.” The eruption 
may simulate eczema, psoriasis parapsoriasis for 
some time. Poikiloderma-like changes the skin 
may occur the erythematous stage. The erythe- 
matous stage may last for months several years 
before progressing into the plaque stage. This 
characterized sharply demarcated, slightly ele- 
vated lesions, oval circular shape and may 
persist for months years before progressing into 
the tumor stage (terminal phase). The tumors usu- 
ally appear the sites the plaques; they may 
grow slowly rapidly and many them eventually 
ulcerate. Occasionally, tumors may develop without 
the previous presence erythematous plaque 
lesions (d’emblee type). All stages the disease 
may seen one time the same patient. Bullous 
lesions are rarely present; the bullae arise from 

Presented before the Section Dermatology and Syphilology the 
86th Annual Session of the California Medical Association, Los An- 
geles, April May 1957. 

From the Division of Dermatology, Stanford University School of 
Medicine, San Francisco (Farber and Schneidman); San Salvador, El 
Salvador, Central America (Llerena G.). 
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Mycosis fungoides progressive, fatal dis- 
ease. Its relationship lymphoblastomas defi- 
nite. 

specific treatment available. Palliation 
may brought about many unrelated modal- 


Figure stage mycosis fungoides. 
Note erythema and thickening. 


normal skin rather than from preexisting 

Mycosis fungoides not transition from psori- 
asis parapsoriasis. Although some reports asso- 
ciate psoriasis with the premycotic stage, there are 
only three proved cases psoriasis occurring con- 
currently with myocosis cases 
which parapsoriasis reported have terminated 
mycosis fungoides, the patients actually had 
premycotic stage mycosis fungoides which was 
dormant for many years before evolving into the 
plaque and tumor stage. unlikely that two 
different diseases are present the same 

The familial incidence mycosis fungoides has 
been noted but extremely Cawley reported 
equal incidence among male and female 
The disorder occurs less frequently the Negro 
than the Caucasian The average dura- 
tion life after the diagnosis confirmed three 
six years. Some patients survived for long 
years. 

Pruritus prominent clinical symptom. ap- 
pears early the erythematous stage and usually 
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Figure 2.—Plaque stage mycosis fungoides. Note cir- 


cumscribed plaques. Similar lesions are present the 
chest and extremities. 


intense. Rarely the pruritus may appear before the 
eruption. 

The cause death intercurrent infection, ca- 
chexia lymphoblastomatous involvement vital 
internal organs. 


HISTOGENESIS AND PATHOLOGY 


Mycosis fungoides usually placed within the 
lymphoblastoma group disorders. This group 
embraces malignant growths that arise multiple 
foci from the lymphoid-reticular system. The mother 
cell the lymphoid-reticular system the lymphoid 
reticular stem cell found the lymph nodes, spleen 
and liver; this may differentiate into either lym- 
phocyte reticulum While the variety 
cell types found the dermal infiltrate includes 
histiocytes, reticulum cells, lymphocytes, neutrophils, 
eosinophils, plasma cells and fibroblasts, the 
reticulum cells that may show atypical features. 
likely that lymphomas the skin the immature 
cells arise within the skin, whereas, nonmalignant 
dermatoses, cellular infiltrations are hematogenous 
origin. 

the early (erythematous) stage the histopatho- 
logic features are usually nonspecific, the changes 
resembling those chronic dermatitis. After 
variable period, there appears infiltrate limited 
the upper portions the dermis. extremely 
dense and extends the dermal-epidermal junction. 
There multiplicity cell types within this in- 
filtrate—histiocytes, reticulum cells, fibroblasts, neu- 
trophils, eosinophils, lymphocytes and plasma cells. 
The reticulum and histiocytic cells may atypical 
appearance; there may pyknosis, karyorrhexis, 
clumping nuclei (mycosis cells) and mitotic fig- 
ures. “Abscesses,” composed lymphocytes and 
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goides (X30). Note pronounced infiltrate extending 
throughout entire length section and involving the 
upper half the dermis. 


? 


Figure 5.—Section cutaneous lesion mycosis fun- 
goides Infiltrate shows high percentage 
reticuloendothelial cells varying sizes and shapes. 


histiocytes, occur the epidermis; this corro- 
borative, but not constant finding. The epidermis 
shows diagnostic changes, but constant findings 
are acanthosis, elongation the rete ridges and 
indistinct dermal-epidermal junction. The giant cells 
mycosis fungoides referred mycosis cells are 
brought about clumping reticulum cell nuclei 
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Figure 4.—Section cutaneous lesion mycosis fun- 
q 


endothelial cell nuclei. They must differen- 
tiated from Reed-Sternberg cells, which are mono- 
nucleated multinucleated giant cells with dark, 
nuclear ring, thick, coarse, nuclear pattern, and 
large deep-staining nucleolus. contrast, the nuclei 
mycosis fungoides cells are pale, have fine 
chromatin pattern and tiny nucleoli. Spontaneous 
resolution plaques and tumors occurs when the 
infiltrate absorbed; and, there ulceration, 
resolution may occur without fibrosis. The infiltrate 
invasive rather than destructive. 

necropsy reports cases which there was 
visceral involvement, was noted that histopatho- 
logic features were compatible with lymphosarcoma, 
reticulum cell sarcoma Hodgkin’s disease. 


ETIOLOGY 


There agreement regarding the cause 
mycosis fungoides. Neoplastic, infectious and inflam- 
matory concepts have been proposed. 

With regard the concept neoplastic origin, 
the histological features are impressive, for they are 
similar those reticulum cell sarcoma, lympho- 
sarcoma Hodgkin’s disease. The involvement 
the internal organs and the response chemothera- 
peutic agents used the treatment lymphomas 

Investigators who believe infectious process 
etiologic feature point animal experiments 


which inoculation with freshly excised tumors 


sults development lesions that are histologically 
similar the original pathologic 

support inflammatory histogenesis has 
been pointed out that there destruction 
tissue, and also that difficult conceive 
neoplasm with many diverse cell 


Involvement Internal Organs 


Mycosis fungoides primarily cutaneous dis- 
ease. However, the later stages, involvement 
the internal organs may occur. The organs involved 
most frequently are the lymph nodes, spleen and 
liver. approximately per cent cases myco- 
sis fungoides which autopsy done involvement 
viscera Because the multicentric 
origin mycosis fungoides the skin, con- 
ceivable that arises novo the internal organs 
rather than metastatic phenomenon. There has 
been one case reported internal involvement with- 
out skin manifestations.* 


The Bone Marrow and Blood Mycosis Fungoides 


The bone marrow not involved mycosis fun- 
Lapiere and deWeirdt studied the bone 
marrow eleven cases mycosis fungoides and 
found reticuloendothelial reaction consisting 
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increase the proportion monoblasts, lympho- 
cytes and plasma cells. They concluded that this re- 
action was not specific for mycosis fungoides. San- 
toianni reported similar observations four cases. 
Tilley and Smith noted significant bone marrow 
changes six cases they 

Autopsy reports cases which transformation 
malignant lymphoma has occurred have noted 
involvement the bone marrow with neoplastic 
Eosinophilia observed occasionally 
peripheral blood, but not diagnostic. 


Roentgenology 


There are definite roentgenographic features 
that might help diagnostically the absence skin 
lesions. Occasionally, pulmonary infiltrations 
enlarged hilar nodes are detectable known cases 
mycosis 


Mucous Membrane Lesions 


Mucous membrane involvement extremely rare. 
the case reported Cawley* many lymphoblasts 
were noted microscopic examination tissue 
from lesions the oral mucosa. 


THERAPY 


Until 1903, therapy was symptomatic and little 
benefit. Then x-ray was used for the first time the 
treatment mycosis fungoides, and date has 
proved the most efficacious mode treatment, 
resulting not only palliation but regression 
plaques and tumors. Other forms therapy that 
bring about palliation regression lesions in- 
clude administration tartar emetic, para-amino- 
benzoic acid, nitrogen mustard, adrenocorticotropin 
hormones, steroids and varieties beta and gamma 
ray radiation, such radium, radioactive phos- 
phorus and high energy electrons. 

The main exponent tartar emetic therapy 
who advised two three injections 
weekly cc. per cent solution intravenously 
for six weeks. The main advocate para-amino- 
benzoic acid who recommended the 
use gm. daily for indefinite period. 

Nitrogen mustard may given intravenously 
orally. The intravenous dose 0.4 mg. per kilo- 
gram body weight. The oral dose 0.1 mg. per 
kilogram. The average duration relief three 
five 

Treatment with high energy electrons has been 
used within the past several The high 
energy apparatus uses force varying from two 
three million volts. two million volts maximum 
ionization occurs depth mm. and the ioniz- 
ing energy completely dissipated depth 
mm. this form therapy, the ionization 
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the surface half that the mm. depth, resulting 
remarkable sparing the surface epidermis. 


DATA TWENTY-SIX CASES 


Following data clinical features, laboratory 
studies and treatment, gathered observation 
cases mycosis fungoides. 


Age Onset. The average age onset was 
years. The youngest patient was and the oldest 
74. Mycosis fungoides appeared most frequently 
the fourth and fifth decades life. 


Site Initial Eruption. The disorder usually ap- 
peared the trunk and extremities. Less frequently, 
only the trunk only the extremities were involved. 
cases there was generalized eruption the 
outset. eight there was involvement the extrem- 
ities only and four involvement the trunk only. 


Type Initial Lesions. Twenty the patients 
had plaques patches (erythematous eczema- 
toid) the initial lesions. Three had nodules only. 
Two patients had ulcerated tumors (d’emblee form) 
the first symptom. One patient had all types 
primary lesions when first examined. One had bullae 
well plaques the first lesions. 


General Physical Observations. Only occasionally 
and coincidentally were abnormal physical findings 
(exclusive the skin) noted upon first examination. 
Two patients had essential hypertension. Two others 
were febrile and acutely ill and had generalized en- 
largement lymph nodes. One the acutely ill 
patients improved promptly following therapy with 
para-aminobenzoic acid. With the exception the 
two cases mentioned, acute illness and incapacitation 
were seen only terminal stages the disease. 


Blood Studies. Twenty-one patients had total leu- 
kocyte content ranging from 5,000 10,000 per cu. 
mm. blood and four had more than 10,000. One 
patient had leukocyte content high 100,000 per 
cu. mm.; these cells were interpreted 
endothelial cells, and bone marrow study 
abnormality was noted. 

Nine patients had banded forms neutrophils 
proportions varying from per cent total 
leukocytes. This occurred patients with normal 
leukocyte content, and difficult ascribe this 
infection alone, for occurred consistently 
the absence any visible active infection. Only five 
patients had eosinophil content above per cent. 

The blood cell differential mycosis fungoides 
our series showed increased number banded 
neutrophils and, less regularly, increased propor- 
tion eosinophils, but was otherwise within normal 
limits. 

Bone Marrow. nine cases data examination 
bone marrow was available. seven cases the 
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findings were normal and two there was hypo- 
plastic marrow due chemotherapy x-ray 
therapy. 


X-ray Examination Chest. X-ray films the 
chest were available for study cases. 
cases abnormalities were seen. two there was 
peritracheal and hilar adenopathy, and two others 
there were scattered densities both lung fields. 
one patient with pulmonary densities, the densi- 
ties resolved two weeks after nitrogen mustard was 
given. The other was given nitrogen mustard ten 
days before death, and autopsy pulmonary ab- 
scesses were observed but there was evidence 
infiltrate characteristic mycosis fungoides 
lymphoma. 


Duration. The average duration mycosis fun- 
goides from the time onset (as determined from 
the history each case) the time death was 
6.7 years. The average duration from the time 
diagnosis the time death was 3.7 years. 


Therapy. All patients the series received super- 
ficial x-ray therapy some time during the course 
the disease. was invariably effective initially, 
but with each course the results were less effective. 

Nitrogen mustard eight patients was effective 
for periods from one several months. was 
administered both intravenously and orally. The 
intravenous dose was 0.4 mg. per kilogram body 
weight injected into the tubing intravenous 
saline drip. cases which improvement occurred, 
was noticed within seven days: Pruritus regressed 
and the tumors and plaques began involute. Occa- 
sionally, second injection was given six weeks 
later. The oral dose nitrogen mustard, 0.1 mg. per 
kilogram body weight per day, was given 
months, then was discontinued two months and was 
resumed until evidence failure improvement 
the clinical status was apparent. Total dosage 
any one case varied between 800 and 1,000 mg. The 
leukocyte content was watched closely and the drug 
was discontinued when the number cells dropped 
below 3,000 per cu. mm. 

Para-aminobenzoic acid was administered four 
patients. two patients the plaques and tumors 
regressed. The dose used was gm. daily. min- 
imize side effects due salt retention, the potassium 
salt para-aminobenzoic acid rather than the so- 
dium salt was used. 

Antimony potassium tartrate was given intraven- 
ously five patients with success. One patient 
was treated with the high-energy electron beam (by 
Dr. John Fromer the Lahey Clinic) with remark- 
able regression plaques and tumors. After four 
months, several plaques reappeared. The patient was 
still under observation the time this report. 

Adrenocorticotropin hormones and steroids (pred- 
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nisone and prednisolone) were used 
mg. daily doses two patients. Some regression 
the lesions occurred, but the improvement lasted 
only two four weeks. 

That many kinds therapy are used attests 
that none consistently effective. Superficial x-ray 
the most valuable them, but the effects are only 
temporary and palliative. Treatment with high en- 
ergy electrons very effective. Since mycosis fun- 
goides fatal disease, important that each 
the modes therapy mentioned considered 
for the individual patient. Each may effective 
small proportion patients for periods varying 
from three twelve months. 


Postmortem Examination. Autopsy was done 
seven cases. Only one the subjects had lesions 
limited the skin and six had involvement the 
internal organs varying degree from scattered 
focal infiltrates extensive involvement the 
viscera. two there was extensive involvement 
the spleen, liver, kidney, colon and heart; one 
the lesions were diagnosed lymphosarcoma and 
the other reticulum cell sarcoma. The cause 
death these two instances was attributed directly 
the lymphomatous process. 

The remaining four subjects had scattered focal 
cellular infiltrates the lymph nodes, spleen and 
liver. two subjects with focal infiltrates the lesions 
were diagnosed reticulum cell sarcoma and 


lymphosarcoma respectively. The remaining two 


showed polymorphous focal infiltrates. 

The cause death the seven cases which 
autopsy was done was follows: Infiltration 
vital organs, aplastic anemia (from x-ray chemo- 
therapy), acute heart failure, bacteremia and pneu- 
monia. two instances death could attributed 
directly the lymphomatous infiltration; the 
remaining five could only indirectly related 
the lymphomatous process. 

Bone marrow involvement was not present any 
the seven cases which autopsy was done. the 
case the patient who had leukemic reticuloendo- 
theliosis with normal bone marrow one year before 
death, there were bone marrow abnormalities 
observed microscopically autopsy. 


COMMENT 


From analysis the natural history mycosis 
fungoides, evident that this disorder may re- 
main relatively dormant from one twenty years. 
For reasons unknown, cutaneous tumors may appear 
any time. When this occurs, the life expectancy 
from six months two years. Since this fatal 
disorder early treatment imperative. One should 
not wait for tumors appear before treatment 
started. Very often, exposure sunshine ultra 
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violet light extremely effective suppressing the 
eczematous and plaque-like phase. Other measures 
which are recommended early the course this 
disorder are administration para-aminobenzoic 
acid and tartar emetic. all possible, high en- 
ergy electron therapy should administered before 
tumors appear. Active treatment until satisfactory 
regression occurs seems offer better prognosis 
for life. 

The incidence malignant visceral lymphoma- 
tous disease patients with mycosis fungoides 
cropsy observations cases reported visceral 
involvement three. reported visceral in- 
volvement eight ten cases mycosis fungoides. 


Stanford University Hospitals, Clay and Webster Streets, San Fran- 
cisco 15 (Farber). 
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About the Cost Good Medical Care... 


While know you understand that your personal physician, not 
complete control all medical care costs, still would like emphasize 


From your own experience you know that not-so-serious cases usually 
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when serious illnesses accidents require hospitalization that may 
run into financial problems. Hospital charges, special nurses, drugs and 
appliances are all factors over which have direct control. 
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“health engineer.” that capacity your service assist you 
making arrangements for the best medical care the most reasonable 
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Intestinal Obstruction Complicating Acute 


Perforative Appendicitis 


RUSSELL SMITH, M.D., Los Angeles 


ACUTE PERFORATIVE appendicitis may occur with 
without significant distention the small bowel. 
When present, the distention may manifesta- 
tion adynamic ileus (inhibition obstruction, para- 
lytic ileus), with without peritonitis, may 
present the result acute mechanical obstruc- 
tion caused the appendiceal lesion. Minimal in- 
testinal distention rarely creates problem man- 
agement, whereas major problems may presented 
severe adynamic ileus mechanical obstruction 
secondary acute perforative appendicitis. Clini- 
cally may difficult distinguish between these 
two conditions; and they may co-exist, one may 
follow the other. Furthermore, severe adynamic 
ileus may become converted into mechanical ob- 
struction the intestinal distention allowed 
persist. Late the course acute perforative ap- 
pendicitis, intestinal obstruction may dominate the 
clinical features and obscure completely the under- 
lying appendiceal disease. surgeon should not 


lulled diagnosis “ileus,” for both this 


condition and mechanical obstruction require early, 
vigorous treatment. 

the five years 1952-56, emergency appendec- 
tomy was done 3,418 cases the Los Angeles 
County General Hospital. There were deaths 
this series, mortality rate less than per cent. 
eight the fatal cases, preoperative diagnosis 
small bowel intestinal obstruction had been made. 
operation the small bowel obstruction all 
the eight patients proved secondary com- 
plications acute perforative appendicitis. five 
patients, the mechanism intestinal distention was 
mechanical obstruction, and three was inhibi- 
tion obstruction (adynamic ileus). Analysis these 
eight cases was made effort determine why 
the primary diagnosis was not made before opera- 
tion, what effect this had the death the patient, 
and how the management these cases could have 
been improved. 


CASE REPORTS 


69-year-old man was admitted the 


From the University of Southern California School of Medicine and 
we Surgical Service, Los Angeles County General Hospital, Los An- 
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Upon preoperative diagnosis acute small 
bowel obstruction, without obvious cause, 
acute perforative appendicitis must consid- 
ered. Reevaluation the history and careful re- 
examination the physical findings with that 
diagnosis mind should carried out. ap- 
pendiceal disease likely, maximum antibiotic 
therapy must begun immediately along with 
the administration fluids, electrolytes and 
other corrective therapy. 
small bowel tube should inserted and every 
effort made advance into the small bowel 
before operation. Operative treatment should 
restricted the least possible. McBurney in- 
cision best unless wider operation indicated. 
abscess present, drainage alone may 
the procedure choice. Severely distended and 
decompensated small bowel must decom- 
pressed, for not relieved can the cause 
death acute perforative appendicitis. De- 
compression may accomplished either small 
bowel intubation with continuous suction 
enterotomy and aspiration. not relieved, small 
bowel distention will the mechanism respon- 
sible for death large percentage patients 
with acute perforative appendicitis. 


mental confusion. The history obtained was loose 
stools for week, vomiting for four days and ques- 
tionable hematemesis. 


The body temperature was 96°F. The abdomen 
was soft and moderately distended, with bilateral 
lower abdominal tenderness and rebound tender- 
ness. There were masses palpable and peristalsis 
was hypoactive. Leukocytes numbered 8,400 per cu. 
mm. blood, with per cent polymorphonuclear 
x-ray film the abdomen showed 
severe small bowel distention with stepladder distri- 
bution with some gas the right colon (Figure 1). 
diagnosis intestinal obstruction was made. 

Fluids were given intravenously, without anti- 
biotics, and nasogastric suction was provided. Op- 
eration was done seven hours after admission. The 
small bowel was dilated and dusky throughout. 
pulsation was felt the base the thickened 
mesentery. Fibrinous exudate was present through- 
out the lower abdomen with partial localization 
the right lower quadrant. The cecum was adherent 
the ileum one foot proximal the ileocecal valve, 
and fecalith was present the peritoneal cavity. 
The patient was hypotensive during the operation 
and because the critical state the collection 
exudate the right lower quadrant was drained 
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Figure (Case 1).—Severe distention small bowel 
with stepladder pattern; some gas the right colon. 


and nothing further was attempted. The patient 
remained shock despite intensive therapy and 
died few hours later. autopsy, extensive and 
diffuse peritonitis was noted. 


69-year-old man entered the hospital 
with history abdominal pain, vomiting and 
watery diarrhea for three days. was obese and 
confused. The skin was cold and the body tempera- 
ture was 100°F. The blood pressure was 110/90 
mm. mercury and the pulse rate was 140. There 
was moderate tenderness the right lower quadrant 
and peristalsis was diminished. was felt that the 
symptoms were owing either acute hemorrhagic 
pancreatitis strangulated small bowel obstruction. 
The serum amylase content was within normal limits 
and plain film the abdomen showed severely 
distended small bowel. The patient was given intra- 
venous fluids and nasogastric suction was applied. 
Four hours after entry, was operated upon. Gen- 
eralized peritonitis secondary acute perforative 
appendicitis was observed. The small bowel was 
greatly dilated with fluid and gas, and the ileum 
was bound into the right lower quadrant inflamma- 
tory process. The appendix was removed and en- 
terotomy with aspiration the small bowel was 
done. The patient did poorly despite all supportive 
measures. died hours later with terminal 
temperature 106°F. Autopsy showed generalized 
peritonitis with areas atelectasis. 


The patient, 59-year-old man with left 
hemiplegia, hypertensive cardiovascular disease and 
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Figure (Case 3).—Postevacuation roentgenograph 
with barium enema, showing trace barium through- 
out the colon with reflux into the terminal ileum; se- 
verely distended remaining small bowel. 


long history alcoholism, became anorexic five 
days before admittance. Three days before entry, 
nausea, vomiting, cramping mid-abdominal pain 
had developed. The temperature was 99°F. There 
was moderate abdominal distention and tenderness 
over the lower abdomen. Leukocytes numbered 
8,000 per cu. mm.—56 per cent polymorphonuclear 
neutrophils. lesion the colon was suspected. 
abnormality was seen sigmoidoscopically. X-ray 
studies with barium enema showed severe distention 
the small bowel with haze the right lower 
quadrant (Figure 2). diagnosis small bowel 
intestinal obstruction was made. right paramedian 
incision was made six hours after entry and 
appendiceal abscess and small bowel obstruction, 
were observed. The obstruction was released and 
appendectomy done. The postoperative course was 
poor. Hypotension, abdominal distention and hypo- 
active peristalsis were complicating factors. the 
second postoperative day, the patient went into 
shock. Treated with whole blood and supportive care, 
improved somewhat, but then again went into 
shock and died the fourth postoperative day. 
There was clinical evidence acute pulmonary 
cardiovascular lesions, and the final diagnosis 
was appendicitis, perforated appendix with periton- 
itis, and small bowel obstruction with severe ileus. 


Case 22-year-old man entered the hospital 
with complaint abdominal pain, anorexia and 
vomiting two days’ duration. The temperature 
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was 99.6°F. The abdomen was moderately distended 
and there was moderate central tenderness and in- 
creased peristalsis. Leukocytes numbered 15,250 per 
cu. per cent polymorphonuclear neutro- 
phils. X-ray studies, including barium enema, 
showed severe small bowel distention with some gas 
the colon and diffuse mass the right lower 
quadrant the abdomen. operation appen- 
diceal abscess with small bowel obstruction was 
noted. Shock occurred after the operation and con- 
tinued for the first three postoperative days. The 
patient had abdominal distention and oliguria. 
the fourth day, the distention increased, cramping 
pain developed and mass was palpated the 
left upper quadrant the abdomen. Roentgenogra- 
phically the mass appeared small bowel, and 
operation volvulus the entire small bowel 
with short mesenteric attachment and gangrene 
two areas were noted. ten-inch segment and 
six-inch segment gangrenous bowel were resected 
from the extremes the small bowel. The oliguria 
continued and icterus was noted the day after the 
second operation. Nonprotein nitrogen content grad- 
ually rose over 300 mg. per 100 cc. blood. The 
condition the patient deteriorated and the 
twenty-third postoperative day died. autopsy 
perforation one the anastomotic seams and 
abscess formation the site were observed. Multiple 
staphylococcal lung abscesses and acute nephrosis 
also were present. 


76-year-old man entered the hospital 
with lower abdominal pain and vomiting four 
days’ duration and diarrhea for two days. 

The temperature was The abdomen was 
distended and tender with occasional high-pitched 
peristaltic sounds. plain film the abdomen 
showed severely distended small bowel and some 
gas the large bowel (Figure 3). Leukocytes num- 
bered 5,900 per cu. mm.—68 per cent polymor- 
phonuclear neutrophils. diagnosis intestinal 
obstruction was made. operation the appendix 
was observed perforated and the site was 
localized abscess trapping and obstructing the small 
intestines with plastic adhesions. The appendix and 
the abscess were removed and the obstruction re- 
leased. Because the severe distention the small 
bowel and intralumenal fluid, enterotomy was done 
and the contents aspirated. Moderate distention con- 
The patient pulled the tube from the small 
bowel several times. the fourth postoperative 
day, the abdomen was severely distended despite 
continuous suction. The patient improved slowly 
and the seventh postoperative 
sounds were heard. Distention had abated somewhat. 
soft diet was permitted. Moderate distention con- 
tinued. Oral alimentation was poor and the patient 
was sometimes nauseated. Although was given 
supportive care died suddenly the eleventh 
postoperative day, the cause death was not ap- 
parent. Autopsy was not done. 


man years age was admitted with 
history abdominal pain and obstipation for six 
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Figure (Case 5).—Severe distention small bowel 
with some large bowel gas pattern. 


Figure (Case 6).—Severe distention small bowel 
with stepladder pattern; little gas the rectal ampulla. 
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days and fecal vomiting for one day. plain film 
the abdomen showed severely dilated small bowel 
with very little gas the colon (Figure 4). diag- 
nosis small bowel intestinal obstruction was 
made. Nasogastric suction was applied and fluids 
were given vein. Six hours after entry, the patient 
was operated upon and acute perforative appen- 
dicitis, causing right lower quadrant abscess and 
generalized peritonitis, was observed. The small 
bowel was trapped the abscess, causing complete 
intestinal obstruction. Appendectomy was done and 
the obstruction was released. The postoperative 
progress was slow but the patient continued im- 
prove and the suction was discontinued the fifth 
postoperative day. The nonprotein nitrogen content 
had been 120 mg. per 100 cc. blood and the serum 
potassium 5.6 mEq. per 100 cc. the time ad- 
mittance; the sixth postoperative day the non- 
protein nitrogen content was mg. and the serum 
potassium 4.7 per 100 cc. The patient died 
the seventh postoperative day. The clinical impres- 
sion was bronchopneumonia, generalized peritonitis 
with secondary ileus. Autopsy was not done. 


The patient was 73-year-old white 
woman who entered the hospital with history 
abdominal pain and vomiting for hours. She 
was extremely obese. Generalized abdominal tender- 
ness and distention were noted. The temperature was 
100°F. Leukocytes numbered 12,300 per cu. mm.— 
per cent polymorphonuclear neutrophils. 
x-ray film the abdomen showed generalized haze 
with several loops distended small bowel (Figure 
5). diagnosis small bowel intestinal obstruction 
was made but for hours the patient refused 
have operation. She then consented and was op- 
erated upon through exploratory incision. 
adynamic ileus was noted and the small intestine 
was severely distended. The appendix, which was 
ruptured, was removed. The postoperative course 
was poor. For two days the body temperature was 
high. The chemical contents were within near 
normal range. The patient was extremely lethargic, 
without obvious cause. She became stuporous 
the eighth postoperative day. Because excessive 
collection bronchial secretions, tracheostomy was 
done. The condition the patient steadily deterio- 
rated and she died the thirteenth postoperative 
day with sepsis and pulmonary complications. The 
abdomen was soft and peristalsis was hypoactive. 


Case 83-year-old senile white woman en- 
tered the hospital confused mental state with 
generalized abdominal pain one week’s duration, 
“black stools” and vomiting. She was under treat- 
ment for “heart trouble,” and had had gallbladder 
trouble for years. 


The temperature was moderately elevated, there 
was distention and generalized tenderness the 
abdomen. Occasional high-pitched peristaltic sounds 
were heard. x-ray film showed severely distended 
small bowel (Figure 6). diagnosis small bowel 
intestinal obstruction was made. The patient was 
operated upon through lower midline incision 
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Figure (Case 7).—Generalized haze over abdomen 
with several loops distended small bowel; small amount 
gas colon. 


Figure (Case 8).—Severe distention small bowel 
without definite colon gas. 
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cause femoral hernia was thought present. 
The femoral area was intact, however. pericecal 
abscess which had not been palpated the preoper- 
ative examination, extended down into the pelvis 
the right the rectum. The abscess was drained 
through the right flank. the fourth postoperative 
day the patient was eating, was ambulatory and was 
passing gas rectally. The abdomen was soft and 
moderately distended. Persistent high-pitched peri- 
staltic sounds were heard. low grade fever then 
developed. The patient required digitalization be- 
cause heart failure. Bilateral surgical parotitis de- 
veloped. the eighteenth postoperative day, there 
was persistent diarrhea with soft cul sac mass. 
Abdominal distention was slight. Deterioration con- 
tinued. right inguinal abscess was drained, with 
little effect the condition the patient, and she 
died the thirty-eighth postoperative day 
acute febrile illness complicated senility, cardiac 
failure and parotitis. 


DISCUSSION 


These cases emphasize that when diagnosis 
intestinal obstruction made the case 
elderly patient, acute perforative appendicitis should 
considered possible cause the obstruction, 
particularly previous surgical operation, hernia 
other more common causes are lacking. The his- 
tory should carefully reevaluated with that diag- 
nosis Furthermore, there likelihood 
that appendicitis present, maximum antibiotic 
therapy should given preoperatively. 

Noble® stated that death acute peritonitis re- 
sults from the obstructing tangle bowel and not 
from the infection. the pre-antibiotic era, over- 
whelming acute peritonitis was the most common 
cause will noticed that two 
the eight cases (Cases and reported herein, 
death resulted from overwhelming peritonitis. Both 
patients died the first postoperative day and were 
little helped antibiotic therapy and surgical drain- 
age. the remaining six patients, peritoneal infec- 
tions were less prominent. Although the exact cause 
death was not established each case, the major 
role played the dysfunctioning obstructing tangle 
intestine referred Noble® was clearly dem- 
onstrated. The pathological development involved 
these cases was small bowel distention, leading 
severe loss fluid and electrolyte loss. 


Often the significance dilatation small bowel 
will not adequately recognized. advanced 
peritonitis the bowel becomes decompensated. 
superimposed mechanical obstruction not ushered 
with the usual cramps, tinkles 
rushes. The onset silent and insidious and, con- 
sequently, diagnosis adynamic ileus rather than 
mechanical obstruction may made. Dilated and 
decompensated, the small bowel invites fluids and 
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electrolytes pour quietly into its lumen. sharp 
drop urinary output occurs concomitant with the 
loss into the third compartment. Compartmental 
fluid shift was conspicuous this series and was 
the chief contributing factor the deaths least 
four patients (Cases and 6). Case 
shock following the first operation, presumably, 
brought about the lower nephron nephrosis that 
caused the patient die uremia the twenty- 
third day. Case hypotension and shock devel- 
oped the second postoperative day, and again 
the fourth postoperative day. Although the post- 
operative state was complicated cardiovascular 
disease, the main factor leading death was hypo- 
volemia secondary the peritonitis and intestinal 
obstruction. Case severe illness was present 
and mechanical obstruction was relieved opera- 
tion. This was followed severe adynamic ileus 
that persisted throughout the postoperative period 
until death the seventh day. The patient Case 
died the eleventh postoperative day. Through- 
out the entire period after operation had moder- 
ate severe abdominal distention. this patient, 
the others mentioned, the third compartment 
fluid loss into the dysfunctioning small bowel was 
considered the main cause death. 

Not only necessary replace the lost fluid 
and electrolytes, but the underlying cause the 
loss must dealt with. When the small bowel dis- 
tention persists, vicious cycle established. Efforts 


‘toward decompression the small bowel should 


gastrointestinal tube inserted. Positioning the 
tube the pylorus facilitated fluoroscopic 
visualization. peristalsis active, advancement 
this tube into the distended small bowel may 
occur while preoperative fluid correction being 
carried out. peristalsis sluggish absent, 
advancement the tube can expected. During 
the operative procedure, however, frequently 
possible advance manually into the distal small 
bowel. But that not possible, enterotomy with 
aspiration the contents the small bowel will 
required the degree intestinal distention 
extreme. less severe cases, release the stricture 
may all that required. Relief the distention 
the small bowel essential whether accom- 
plished nasogastrointestinal intubation with as- 
piration, enterotomy with aspiration, free- 
ing the obstructing stricture that the small bowel 
contents can pass into the colon. Gastrointestinal 
suction both before and after operation may help 
greatly toward relieving the intestinal distention and 
resultant intestinal dysfunction. Case the second 
surgical procedure might have been averted had the 
small bowel been intubated and the distention re- 
lieved. Case decompression the small bowel 
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would have lessened the fluid and electrolyte im- 
balance and the necessary replacement could have 
been more accurate. Case which distention 
continued throughout the entire postoperative 
course, effective suction might have been life-saving. 
Case also, there was unrelenting distention, 
death occurring the eleventh postoperative day. 


Since even under optimal conditions effective 
nasogastrointestinal suction difficult obtain, 
would seem mandatory place the tube before 
operation diagnosis intestinal obstruction 
made. With generalized peritonitis, peristalsis lack- 
ing and the abdomen distended, almost im- 
possible intubate the small bowel effectively. 


The operative procedure must dictated con- 
ditions. McBurney incision generally best for 
appendectomy for appendiceal abscess 
which drainage only indicated and the drainage 
expected relieve the intestinal obstruction. 
Medial extension this incision may afford ade- 
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Multiple Myeloma 


EDWARD HARNAGEL, M.D., IRMGARD KLEINBERG, M.D., 
SAMUEL KAHLSTROM, M.D., and FLORENCE RHUDY, M.D., Los Angeles 


THE 30th October, 1845, Mr. M., highly 
respectable tradesman,” placed himself the care 
Dr. William who subsequently reported 
the case the Transactions the Medico-Chirur- 
gical Society When first seen, the patient 
was confined home “excruciating pains the 
chest, back and loins, from which had been suf- 
fering more less for upwards twelve months.” 
was treated with bloodletting “to the amount 
pound” the application leeches, cups and 
blisters, and the administration such tonics 
steel and quinine and tincture aconite. Despite 
these and host other medications, pain, weak- 
ness and emaciation progressed, and the first day 
January, 1848, “died exhausted the full pos- 
session his mental faculties and evincing, the 
supreme hour suffering, the same admirable forti- 
tude and patient endurance which had displayed 
throughout the whole course his illness.” 


all likelihood, this case would have passed into 
obscurity—indeed, probably never would have been 
reported—were not for urinalysis. 

was the custom one hundred years ago for phy- 
sicians laboratory tests themselves. Dr. Mac- 
Intyre thus recorded, part, his observations the 
urine: 


Treated with heat ebullition but not under 
that, was found abound animal matter, which, 
when isolated this way, exhibited all the charac- 
ters albumin. With nitric acid, however, this 
urine displayed abnormalities remarkable kind. 
the addition the acid, immediate precipi- 
tation took place; the contrary, the urine previ- 
ously cloudy turbid, became instantly clear and 
retained its transparency for hour hour 
and half, when was found formed into 
firm yellow mass which underwent complete 
solution the application heat, but again con- 
solidated cooling.” 


was intrigued these findings and 
conducted experiments attempt determine 
the precise nature the substance resulting from 
the action nitric acid which referred “ani- 
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Multiple myeloma rare, malignant disease 
bone marrow which affects principally the ver- 
tebrae, ribs, pelvis and skull but may involve any 
part the skeleton. Severe demineralization and 
destructive lesions bones, producing severe 
pain and debility, are distinctive features. The 
disease further distinguished abnormalities 
blood proteins and some cases the excre- 
tion the urine Bence-Jones protein, which 
seldom, ever, found association with any 
other disease. 

X-ray examination frequently helpful. 
films were available, definite abnormalities were 
noted. Spontaneous fractures, particularly ver- 
tebrae, are common. 

The diagnosis the disease rests the iden- 
tification the myeloma cell. This best ac- 
complished aspiration bone marrow. 
eral the cases the series diagnosis was 
made neurosurgeon the time operation 
relieve pressure the spinal cord. The mye- 
cell has very characteristic appearance. 

the present series the average duration 
life after the onset symptoms was only nine 
months. One patient, however, survived for 
least ten years. 


mal matter.” Furthermore, specimen the urine 
was sent distinguished physician and chemist 
the day, Sir Henry who reported his 
findings the Royal Society April, 1847. His- 
tory seems clearly indicate that first 
discovered this peculiar “animal matter,” but was 
Bence-Jones who first published description it. 
For this reason has ever since been known 
Bence-Jones protein. 

Dalrymple® performed microscopic examination 
sections rib and two lumbar vertebrae 
patient; and not only described but 
made sketch what saw. noted “certain 
nucleolated nucleated cells” sections the ribs 
—but one would hard pressed from Dalrymple’s 
original drawing identify these myeloma cells. 

(1873) generally credited with being 
the first describe this disorder under the name 
“multiple myelom.” Otto 1889 
entiated from osteomalacia, and noted the occur- 
rence bone pain and fragility, palpable bony en- 
largements “tumors,” the appearance 
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tive kind proteinuria first described Bence- 
Jones, and the predilection involve bones the 
trunk. 1928 Geschickter and care- 
fully reviewed every published case myeloma 
the world’s literature that time—a total 412 
—and added reports cases observed the 
Johns Hopkins Hospital. recent years several ex- 
cellent reviews this subject have been pub- 
most extensive treatise multiple 
myeloma admirable monograph Snapper 
and his (1953), based personally 
observed cases. 


METHODS AND MATERIALS 


Twenty-six cases multiple myeloma observed 
the California Hospital, Los Angeles, the period 
1942-56, inclusive, are the basis this review. 
the cases, were diagnosed between 1942 and 
1952, eight between 1952 and 1955, and six 1956. 
likely that the increased incidence recent 
years reflects greater awareness and improved diag- 
nostic methods rather than actual increase the 
frequency the disease. 


Sex and Age Patients. Thirteen the patients 
were males, females. (Although not great mo- 
ment, should noted that most other studies 
per cent the patients were males.) The 
average age all patients was years; the average 
age males was years, females years. 
Twenty-one the patients were years age 
older. Four patients were the fifth decade 
life, five the sixth, twelve the seventh and three 
the eighth decade. One patient was and one 
was years age. 


Methods Diagnosis. Diagnosis was established 
bone marrow aspiration nine cases, and 
surgical biopsy nine, necropsy study seven 
cases and the basis characteristic roentgeno- 
graphic and biochemical data one case. Upon 
careful review the seven cases which necropsy 
was done, the conclusion was reached that five 
there was sufficient data either suggest estab- 
lish correct diagnosis ante mortem. 


CLINICAL FEATURES 


The incidence various clinical features shown 
Table Pain, far the most common and out- 
cases began slowly and increased severity usu- 
ally described “terrific,” “excruciating” “ago- 
nizing.” several patients, onset pain was 
abrupt, usually coinciding with the occurrence 
pathologic fracture. was usually aggravated 
coughing, sneezing, straining any motion the 
torso extremities. Patients frequently discovered 
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TABLE Various Clinical Features Cases 
Multiple Myeloma 


Pulmonary symptoms and signs 
Superficial tenderness 

Fever 

Hemorrhagic manifestations 
Gastrointestinal symptoms 

Loss weight 
Palpable tumor 
Neurological signs 
Palpable liver 
Palpable spleen 


that they could remain motionless they would have 
much less discomfort. Several came dread the ap- 
proach nurse physician the bedside, for 
fear that they would moved disturbed any 
way and their pain thereby increased. 
graphically described the course the illness, 
patient may become, the last stages the disease, 
pain-wracked invalid, completely bedridden, forced 
lie for unending hours unchanging position, 
requiring opiates around the clock.” 


Pain multiple myeloma generally believed 
due osteolytic lesions occurring bones subject 
stress motion. That the lesions per are not 
painful suggested the fact that patients with 
multiple punched-out areas the skull not com- 
plain pain. Only two the patients the present 
series had the cyclic pattern exacerbations and 
remissions pain described Geschickter and 
Rather, the pain seemed increase with 
the duration the disease. common with Bayrd 
and Heck,* and Carson 
found pain the back most com- 
mon; occurred the cases which pain 
was symptom. was located the lumbar region 
cases, the thoracic area six cases, both 
thoracic and lumbar areas two cases, and the 
cervical area one. 


Sixteen patients had symptoms signs pul- 
monary disease. order frequency, these were 
pleurisy pain pleuritic type, bronchitis and 
bronchopneumonia. Such symptoms are not surpris- 
ing inasmuch patients with multiple myeloma are 
frequently debilitated and are confined bed be- 
cause pain and paralysis. 


Pronounced superficial tenderness was noted most 
frequently over the lumbar spine ribs, but sev- 
eral cases was over hip shoulder joints. Usually 
occurred over the sites osteolytic lesions 
pathologic fractures. 


Thirteen patients (50 per cent) had fever 
during their hospital stay. Fever, which occurred 
patients during the time they were hospital 
was always low-grade and never striking dis- 
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tinctive feature. about two-thirds the cases 
was intermittent, and one-third, remittent type. 


hemorrhagic manifestations, and 
Adams and associates' reported abnormal bleeding 
per cent and per cent their cases, re- 
spectively. the present series, epistaxis was the 
most common, occurring about half the cases, fol- 
lowed purpura and hemoptysis. Studies blood 
coagulation were few that even conjecture respect- 
ing the nature the clotting defect not permis- 
sible. However, according the defect 
has never been satisfactorily explained. Several ob- 
servers have expressed belief may related 
hyperglobulinemia, which common feature 
the 


Symptoms referable the gastrointestinal tract, 
such constipation, anorexia, nausea and vomiting, 
were way unlike those which might encoun- 
tered any debilitating process and were as- 
which loss weight occurred, the loss was consid- 
ered “marked.” 


Palpable tumors due large focal collections 
myeloma cells (plasmacytomas) were located the 
ribs three cases, cervical and axillary nodes 
two cases and the skull, thoracic spine and ilium 
one case each. 


the six patients with definite neurological ab- 
normalities, one had paraplegia and paralysis the 
right side the face and tongue. (At autopsy this 
case was noted that the orbital plate the left 
sphenoid bone was infiltrated and largely replaced 
tumor tissue.) One patient had paralysis the 
right arm and leg and the left arm and one had 
weakness both legs. Three had complete para- 
plegia, and all three this was due compres- 
sion the cord myelomatous involvement 
vertebrae. Diagnosis was established these three 
cases examination tissue removed the time 
laminectomy done decompress the spinal cord. 
Among the noninflammatory lesions the spine 
producing cord compression, only metastatic carci- 
noma more common than 


LABORATORY DATA 


Laboratory data the present series are given 
Table rapid erythrocyte sedimentation rate 
characteristic multiple myeloma; indeed, 
probably the most common abnormality noted 
laboratory tests. was present per cent the 
patients the series reported Bayrd and 
and per cent the series reported. 
The test was performed only seven patients the 
present series; six had accelerated rate. The 
fastest sedimentation rate was mm. one hour 
(Westergren); the average was mm. one 
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TABLE 2.—Analysis Laboratory Data—Multiple Myeloma 


No. Cases 
with Data No. of 
Available Patients Per Cent 
Uremia (nonprotein nitrogen above 
Thrombocytopenia (below 100,000 
Serum phosphate abnormalities........ 
Leukopenia (WBC below 5,000 cu. 


hour. Rates high 176 mm. hour have 
been Acceleration the sedimentation 
rate due the presence increased plasma 
globulin fibrinogen both. this study serum 
globulin determinations were made four cases 
which the sedimentation rate was accelerated; all 
four, serum globulin was increased. 


Hyperglobulinemia was present eight twelve 
cases this study. This corresponds closely that 
reported Adams and (67 per cent), 
Bayrd and Heck* (73 per cent) and Carson 
and (72 per cent). When present, 
important diagnostic finding. Although hyper- 


globulinemia may occur variety diseases, its 


coexistence with osteolytic lesions substantially nar- 
rows the field diagnostic possibilities. Further- 
more, globulin fractions multiple myeloma 
studies present certain features not seen other 
disease states associated with 
would like emphasize what other observers 
have pointed out, that hyperglobulinemia causes 
variety alterations hematologic tests. Not only 
does produce increase sedimentation rate 
but also responsible for excess rouleaux forma- 
tion which makes difficult and times impossible 
obtain count erythrocytes. Furthermore, 
imparts rather distinct bluish color blood smears 
stained with Wright’s solution. may also cause 
autohemagglutination, making cross-matching 
blood times extremely difficult. Abnormalities 
serum proteins multiple myeloma have been ex- 
tensively studied both chemical and electro- 
phoretic methods. discussion this beyond the 
scope this review. The studies Adams and col- 
leagues' and are recommended. 


Anemia common multiple myeloma. Eleven 
the patients whom hemoglobin data was 
available had hemoglobin content less than 11.0 
gm. per 100 cc. blood. Twelve had erythrocyte 
content less than 4,000,000 per cubic mm., and 
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five had less than 3,000,000 per cubic mm. There 
nothing the cell count which specifically suggests 
myeloma, but any unexplained anemia should dic- 
tate bone marrow study. 


Uremia (nonprotein nitrogen content above 
mg. per 100 cc. serum) was present five ten 
patients whom this data was available. Fifteen 
the patients the entire series had some evidence 
renal dysfunction manifest azotemia, albu- 
minuria (2-plus more), cylindruria and/or hema- 
turia. expressed the opinion that renal impair- 
ment this disease due tubular obstruction 
caused deposition Bence-Jones protein. How- 
ever, renal function studies patients with multiple 
myeloma suggested that impairment glomerular 
filtration may also important Be- 
cause renal abnormalities, patients with multiple 
myeloma are often first believed have nephritis. 
point which aids distinguishing multiple myeloma 
from Bright’s disease that the renal dysfunction 
associated with multiple myeloma does not produce 
hypertension. the series reported, only 
per cent patients were hypertensive and the 
present study only per cent—an incidence prob- 
ably higher than the incidence hypertension 
among random sampling population the same 
age. 

Excessive rouleaux formation another distinc- 
tive feature this disease. Adams and co-workers! 
noted this phenomenon per cent, and Bayrd 
and per cent the cases their series. 
occurred per cent (10 cases) the 
present study. some cases, laboratory technicians, 
noting excessive rouleaux formation the initial 
blood smear the time admittance the patient 
hospital, were first suggest the proper diag- 
nosis. Rouleaux formation was first described 
but was not until 1932 that 
pointed out its occurrence multiple myeloma. 

Leukopenia (leukocytes below 5,000,000 per cu. 
mm.) occurred eight the cases (31 per 
cent) this series. Snapper?’ noted per cent 
patients, and Bayrd and per cent. The 
differential cells, general, was not unusual 
distinctive. However, few cases shift the 
left was noted. Thrombocytopenia rather uncom- 
mon this disease. this study was noted 
only two patients, both terminal stage disease. 

Rapid skeletal demineralization may occur this 
disease, with consequent hypercalcemia. However, 
the reports the literature vary considerably 
the incidence this condition, ranging from per 
cent per our studies, serum cal- 
cium determinations were made nine patients. 
The values were normal six cases, increased 
two and decreased one. Serum phosphate determi- 
nations were made six patients; the values were 


240 


normal four, and elevated two. values be- 
low normal were obtained, point some assist- 
ance the differential diagnosis from hyperparathy- 
roidism. 

Plasma cells were observed smears periph- 
eral blood five cases (20 per cent). The 
average proportion plasma cells was per cent 
the nucleated cells; one patient, per cent 
were plasma cells. Snapper?’ and Bayrd and Heck* 
reported, respectively, per cent and per 
cent incidence this phenomenon. 


Bence-Jones proteinuria was noted only three 
sixteen cases, per cent the series, This 
incidence was lower than any reported the avail- 
able literature. was reported per cent the 
cases studied Carson and per 
cent Snapper’s and per cent the 
Mayo Clinic have ready explanation 
for this pronounced disparity this regard between 
our series and others, except point out that 
most cases only one test was done. Perhaps had 
been performed more often the observed incidence 
would have been higher. The object lesson 
drawn from this that while the presence Bence- 
Jones proteinuria almost pathognomonic the 
disease, failure find means little. 


ROENTGEN ABNORMALITIES 


X-ray studies some portion the skeleton were 
obtained cases; cases films were avail- 
able for review. Although there roentgen pic- 
ture which will permit unquestioned diagnosis 
multiple myeloma, x-ray studies may nevertheless 
quite 


several cases this series, information ob- 
tained was the first clue toward correct diagnosis. 
which varying degrees were suggestive multiple 
myeloma. 


Generalized osteoporosis probably the most 
common roentgenographic change. has been re- 
peatedly emphasized that this may the only ab- 
normality observed x-ray our expe- 
rience, however, never occurred alone but was 
always accompanied either focal areas de- 
struction pathologic fractures. Osteoporosis 
alone may not much diagnostic help, for many 
patients with multiple myeloma are age 
which this normal finding. However, ex- 
treme and widespread and not confined merely 
the vertebral column and the pelvis, the possibility 
multiple myeloma should Mul- 
tiple focal areas rarefaction the skeleton with- 
out accompanying osteoblastic reaction are strongly 
suggestive multiple myeloma, although metastatic 
carcinoma, reticulum cell sarcoma and hyperpara- 
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thyroidism may produce very similar picture. The 
term “punched-out” has long been associated with 
this x-ray appearance but probably should dis- 
Not infrequently the surrounding bone 
severely decalcified that there little contrast be- 
tween and the osseous defect. Rather than having 
“punched-out” appearance the lesions resemble 
moth-eaten areas porous fabric impart the 
bone irregular honey-combed appearance. 
this series osteolytic lesions were found the skull 
and pelvis with about equal frequency. Next most 
commonly affected were vertebrae and ribs (Table 
3). Sixteen patients upon whom x-ray studies were 
done had total pathologic fractures. Snap- 
found one more fractures per cent 
the cases reported upon. Lumbar vertebrae, 
thoracic vertebrae and ribs were most commonly 
involved and were affected with about equal fre- 
quency. Next order were cervical vertebrae and 
extremities. 


PATHOLOGICAL FINDINGS 


The gross pathological changes multiple mye- 
loma, particularly with regard the bones, may 
varied that single composite description im- 
possible. described the various condi- 
tions detail. interesting note, however, that 
the original report this disease 
gave very lucid description the necropsy obser- 
vations the case Mr. M., which has proved 
common pathological picture. wrote part: 


All the ribs throughout their length were 
soft and brittle, that they could easily cut 
the knife and readily broken any point the 
exertion very moderate force. They have evi- 
dently lost much size and weight well 
consistency and tenacity; their outer casement 
laminated portion was very thin, loose and fragile, 
yielding cracking when pressed between the fin- 
gers and thumb; their interior was charged with 
soft, gelatiniform substance blood-red color 
and unctious feel. The upper three divisions 
the columna (spine) all presented the same 
characters softness and brittleness, but the dorsal 
and lumbar had evidently suffered most their 
bodies scarcely equalling those the cervical 
thickness 


The “soft gelatiniform substance” which, Mac- 
Intyre observed, filled the marrow cavity was mye- 
loma. Microscopically composed aggregates 
sheets mononuclear cells with little intercellular 
supporting material. These cells usually are de- 
cidedly uniform size, shape and staining proper- 
ties, although some pleomorphism occasionally 
seen. Definitive diagnosis multiple myeloma de- 
pends upon identification this cell. usually 
round oval and from microns diameter, 
although immature cells may much 


VOL. 87, NO. OCTOBER 1957 


TABLE 3.—Roentgenologic Abnormalities Bones Multiple 

Myeloma 
TYPES 

OsTEOPOROSIS 

FRACTURES 

LESIONS 

DISTRIBUTION ABNORMALITIES 
LESIONS FRACTURES 


Thoracic vertebrae 
Pelvis Lumbar vertebrae 
Lumbar vertebrae Ribs 


Thoracic vertebrae Cervical vertebrae 
Ribs Extremities 
Cervical vertebrae 


teristic eccentrically placed nucleus containing 
one three nucleoli. The nucleus usually hyper- 
chromatic; nuclear chromatin frequently arranged 
irregular coarse clumps. There may clear 
zone halo surrounding the nucleus. The cyto- 
plasm usually light blue when stained with 
Wright’s stain, eosinophilic with hematoxylin 
and eosin. may contain vacuoles azurophilic 
inclusions. 


There has been some conjecture relative the ori- 
gin the myeloma cell. Bayrd and Heck* expressed 
belief that derived from the reticulum cell. Mye- 
loma may involve any bone but has predilection 
for bones with abundant red marrow, such the 


-sternum, ribs, vertebra, skull and long bones. Extra- 


skeletal involvement with myeloma not common 
and usually occurs concomitantly with osseous le- 
sions. However, one case the present series 
which necropsy was done, there was extensive infil- 
tration the lungs, pleura, epicardium, kidney, gall- 
bladder and lymph nodes with myeloma cells but the 
skeleton was not involved. 

Amyloidosis has been reported about per 
cent the cases multiple the 
present study was found one cases 
which autopsy was done. that case there were 
amyloid deposits the heart, blood vessels, skin, 


‘tongue and bone marrow. This distribution, rather 


characteristic amyloidosis multiple myeloma, 
similar that found primary amyloidosis. 
Renal histologic changes multiple myeloma, 
first noted have been described many 
times. Some observers feel that they are almost path- 
The characteristic lesion one 
tubular obstruction plugs Bence-Jones protein. 
These casts may wide, laminated and partially 
surrounded giant cells polymorphonuclear leu- 
kocytes. Hyaline droplets, granules vacuoles may 
cases and felt that they were clearly the 
cause renal insufficiency. our study, casts were 
observed renal tubules six thirteen cases 
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which necropsy was done. Only two, however, 
were large numbers tubules involved. both 
the blood nonprotein nitrogen was normal. The kid- 
neys the patient with the highest nonprotein nitro- 
gen content the series (212 mg. per 100 cc.) had 
vacuolar changes tubule cells, but tubular lumina 
contained only small amounts amorphous eosino- 
philic material. 


ANALYSIS SURVIVAL 


Multiple myeloma invariably fatal disease. 
Nineteen patients this study are dead (Table 4). 
The average duration life patients after on- 
set symptoms was only nine months. Duration 
the illness before diagnosis was established was 5.5 
months; the average span from diagnosis death, 
3.5 months. Adding this group one case which 
the patient survived ten years increases the average 
survival time months. three large series the 
average duration life from onset death was 19, 
and The rather pronounced dif- 
ference between the present series and these reported 
survival times is, perhaps, reflection the differ- 
ence types hospitals from which the data were 
collected. Our material, drawn from private hospi- 
tal serving local area, perhaps more likely 
contain higher proportion cases which the 
patient survived short time. The other series, all 
collected medical centers, perhaps contained 
higher proportion long-surviving patients. Almost 
per cent the deaths our series occurred 
less than six months; and almost per cent oc- 
curred within eighteen months. previously men- 
tioned, one patient survived least ten years. Al- 
though this decidedly uncommon, there are scat- 
tered reports the literature few patients sur- 
viving from nine sixteen 


DIFFERENTIAL DIAGNOSIS 


Recognition any rare disease requires that one 
know enough about distinguish from the 
more common diseases that superficially closely 
resembles. the present series cases, differ- 
ent diagnoses were considered the time admit- 
tance the patient the hospital. Only five cases 
was the diagnosis admittance correct and three 
these had been established previous study 
elsewhere. Table based part the ten incorrect 
diagnoses, presents the conditions commonly con- 
sidered the differential diagnosis multiple 
myeloma. 


Pathologic fracture, particularly middle-aged 
elderly person, should lead suspicion mul- 
tiple myeloma. Roentgenographically, senile post- 
menopausal osteoporosis may closely resemble that 
seen multiple myeloma. Compression vertebral 
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TABLE 4.—Analysis Survival (26 Patients) 


Unknown 
Moribund admission; time onset not 


Onset of Symptoms to Death Number Per Cent 


months 


Average Duration Survival Patients) 
Before Diagnosis 


5.5 months 


Onset to Death 
3.5 months months 


Diagnosis to Death 


TABLE 5.—Conditions with Similar Symptoms Differential 
Diagnosis Multiple Myeloma 


DISEASES 
Pathologic fractures 
Senile postmenopausal osteoporosis 
Metastatic carcinoma 
Arthritis 
Chronic nephritis 
Spinal cord tumor 
Hyperparathyroidism 


LABORATORY ABNORMALITIES 
Hyperglobulinemia 

Rouleaux formation 

Very high sedimentation rate 
Unexplained anemia 


fractures may occur our impression, 
however, that the demineralization associated with 
multiple myeloma likely more extreme and 
more painful than this process when associated 
with senility the postmenopausal state. 
pointed out that the skeletal demineralization 
postmenopausal osteoporosis usually limited 
the spine and pelvis, whereas most cases mye- 
loma universal. 


Osteolytic metastasis from carcinoma may very 
closely resemble the skeletal lesions myeloma. The 
discovery osteolytic metastasis should prompt im- 
mediate search for primary lesion those organs 
which frequently give rise metastasis bone, 
mainly kidney, thyroid, breast and prostate. 
should noted, however, that the lesions metastatic 
from carcinoma the prostate are usually osteo- 
blastic and pose diagnostic difficulty. Also the 
presence osteolytic metastasis, the serum alkaline 
phosphatase content may elevated; multiple 
myeloma usually normal. 


Because the frequency pain the back 
multiple myeloma, some patients are first believed 
have spinal arthritis. matter fact they may, 
for many are age group wherein degenerative 
changes the spine are almost universal. our ex- 
perience the pain associated with degenerative arth- 
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ritis the spine usually mild moderate 
degree. Very intense excruciating pain pa- 
tient thought have “arthritis” should make one 
skeptical the diagnosis. 


Because patients with multiple myeloma may have 
azotemia, albuminuria anemia, they are fre- 
quently first believed have chronic nephritis. How- 
ever, mentioned before, the “nephritis” associated 
with multiple myeloma nonhypertensive. Bence- 
Jones proteinuria should sought all cases 
which there albuminuria azotemia without 
hypertension. 


Clinical features suggestive spinal cord tumor, 
notably weakuess paralysis the lower extremi- 
ties occurring adult, should make one wary 
multiple myeloma. mentioned before, multiple 
myeloma second only metastatic carcinoma 
among the noninflammatory lesions the spine 
producing cord compression. 


Hyperparathyroidism with skeletal involvement 
may closely resemble multiple myeloma. One patient 
our series who was felt have hyperparathyroid- 
ism had neck and mediastinal exploration for para- 
thyroid adenoma; none was found, but marrow 
specimen removed the surgeon from the sternum 
was histologically typical multiple myeloma. 
has been said that one can differentiate the two dis- 
eases differences the roentgen appearance 
However, since both these conditions are 
quite rare, only exceptional instances radiolo- 
gist likely have sufficient experience able 
make this differentiation with confidence and accu- 
racy. both diseases, hypercalcemia may occur. 
However, hyperparathyroidism—and not mul- 
tiple myeloma—there also decrease serum 
phosphate and increase the serum alkaline 
phosphatase. 


Finally, very rapid blood sedimentation rate, 
rouleaux formation, unexplained hyperglobuline- 
mia anemia should dictate bone marrow biopsy. 

511 South Bonnie Brae, Los Angeles ( Harnagel) . 
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THE NATURAL HISTORY, incidence and prognosis 
juvenile rheumatoid arthritis are well documented 
one which shows great variability, both its sever- 
ity and its course. may express itself 
fulminant disease with extensive visceral manifesta- 
tions smouldering, slowly progressive joint 
disturbance. There general agreement that the 
disease runs protracted course over many years. 
some children the process maintains state 
continuous activity with intermittent hectic exacer- 
bations acute illness. others there may pro- 
longed remissions which vary duration from 
few months several years. 

Although rheumatoid arthritis common dis- 
ease adults, relatively rare childhood. 
studies where the comparative incidence the dis- 
ease adult and pediatric age groups 
the incidence children and young adolescents 
rheumatoid arthritis the total population group. 
Recently was that approximately three 
new cases per 100,000 persons under years 
age occur each year. The disease challenging 
one because its prolonged nature, its major sys- 
temic manifestations and its potential for producing 
extreme permanent disability. 

Diagnosis frequently difficult. many in- 
stances, differentiation from rheumatic fever and 
other conditions accompanied inflammatory joint 
disease can reached only after prolonged obser- 
vation and the most painstaking study. now 
well recognized that other diseases characterized 
even more extensive visceral involvement, notably 
disseminated lupus erythematosus, may masquerade 
their earlier stages rheumatoid 
Unfortunately, laboratory examinations offer only 
limited diagnostic help. Although increases the 
serum acute phase reactants and alterations pat- 
tern the serum globulin fractions are regularly 
seen during phases activity rheumatoid arth- 
ritis, such findings are also common other diffuse 
connective tissue disorders. The differential sheep 
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Management Juvenile Rheumatoid Arthritis 


The Problem Long-Term Rehabilitation 


GORDON WILLIAMS, M.D., Stanford 


program for the management juvenile 
rheumatoid arthritis should permit the child 
optimal developmental experience despite the 
persistence potentially crippling inflamma- 
tory disease. Drugs are useful, although more 
than palliative, and all are significantly toxic. 
Physical measures should directed toward the 
improvement joint alignment and mobility and 
the restoration muscular strength. The emo- 
tional, social and educational needs child 
with such chronic disability deserve the most 
thoughtful attention. 


cell hemagglutination test, useful the adult form 
the disease, has proved disappointing diag- 
nostic aid the childhood group. 

Diverse environmental, genetic and emotional fac- 
tors have been suggested playing significant roles 
the pathogenesis this disease. these, the 
basis the controlled investigations which have been 
only heredity and climatic exposure 
cold can specifically implicated. 
groups children with rheuma- 
toid arthritis significant familial incidence both 
rheumatoid arthritis and rheumatic fever was demon- 
strated. Published reports suggesting the possible 
role emotional factors the propagation the 
disease were based uncontrolled studies, that 
conclusions are impossible evaluate. Antecedent 
infections are frequently mentioned playing 
possible part the initiation the illness 
the precipitation recurrences. single infectious 
agent has been implicated, however. general role 
for infectious processes the pathogenesis the 
disease has been proved. The cause the disease 
and the nature the fundamental pathologic process 
remain quite unknown. 


disease unknown cause, there specific 
treatment. possible, then, place the greatest 
emphasis palliative measures. the patient 
child, with multiple developmental goals 
achieved, palliation not enough. This presentation 
will emphasize those aspects the management 
juvenile rheumatoid arthritis which have with 
the fostering optimum total development 
child who has continuing disability. The program 
outlined based upon experience gained 
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the Stanford Convalescent Home over period 
three years, which will reported detail 
separate 


APPRAISAL THE CHILD WITH RHEUMATOID ARTHRITIS 


not within the scope this communication 
present detailed discussion the problems 
diagnosis rheumatoid arthritis. carefully ob- 
tained history essential. addition thorough 
initial examination, repeated physical assessments 
must made evaluate progress. Since the cor- 
rect diagnosis achieved often only after long 
period observation, essential that continuous 
attention given the possible existence other 
conditions manifested inflammatory joint disease, 
and particularly other diffuse connective tissue 
disorders. Constant evaluation joint mobility 
its early stages. For this purpose the accurate 
measurement range motion with goniometer 
helpful. The possibility the late development 
visceral disease the occurrence such com- 
plication amyloid disease must kept mind 
when conducting physical laboratory appraisals. 

thoughtful assessment the attitude the 
child toward himself and toward his disease 
great importance. Psychologists, their considera- 
tions the emotional impacts the crippling dis- 
eases childhood, have long given attention the 
development the concept “body image.” has 
been shown that child who has prolonged dis- 
ability may come look upon himself incom- 
plete person and therefore unable compete suc- 
cessfully with his peers. The development such 
concept may interfere seriously with sound emo- 
tional and social maturation. 

The attitudes the parents and their feelings 
regarding the child’s prolonged illness require care- 
ful evaluation and sympathetic understanding. Every 
physician prepared cope with anxiety and 
provide reassurance and support. must also rec- 
ognize that parents not infrequently develop feel- 
ings rejection hostility toward chronically 
ill child. Parents are seldom consciously aware 
such feelings and are not likely express them 
overtly. Where awareness reaches the conscious 
level, parents react with guilt, which further com- 
plicates the parent-child relationship. Rejection and 
guilt feelings are very likely expressed 
overly solicitous behavior, which impedes the child’s 
development through making him unduly dependent. 
The physician, through recognizing the complicated 
emotional situation which may develop within the 
family setting result chronic disease 
child, can much help the harassed parents and, 
through them, the patient. Often all that needed 
that parents given the opportunity express 
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their feelings with the knowledge that they can de- 
pend upon the physician for patience and under- 
standing. They may then led away from nega- 
tive preoccupation with the child’s disability pur- 
sue the positive and emotionally satisfying parental 
role assisting the child toward sound development 
despite his handicap. 

child who has chronic disability must feel 
accepted his peers and must achieve recognition 
and status within group develop nor- 
mally social sense. For this reason im- 
portant that attend school ordinary class- 
room situation. important aspect the physi- 
cian’s total appraisal must therefore his knowl- 
edge what the school can offer. must know 
something the attitudes the local school admin- 
istration toward the acceptance children who have 
major disabilities. can learn much regarding his 
patient’s needs through consultation with the class- 
room teacher. Through making himself available 
professional counselor schools, and other 
agencies within his community which provide organ- 
ized group activities for children, the physician can 
greatly extend his effectiveness providing for the 
needs handicapped children. 


PRINCIPLES MANAGEMENT 


General Measures 


The role rest the management rheumatoid 
arthritis matter about which there still some 
controversy. There question that trauma 
inflamed joints must minimized. the other 
hand, prolonged immobility leads fibrous con- 
tracture about involved joints and may eventually 
contribute the development actual fibrous anky- 
losis. Further, with extended bedrest, weakness 
the musculature supporting the joints will develop. 
This will create further handicap when the child 
returned ambulatory status. From the meta- 
bolic standpoint has been demonstrated that 
child kept bedrest will suffer calcium and nitrogen 
loss; his appetite likely impaired and his 
intake nutrients significantly diminished. Where 
one the expressions rheumatoid arthritis 
diffuse osseous demineralization, would appear 
that there are real physiologic disadvantages pro- 
longed periods bedrest. generally possible 
control the acute inflammatory reaction through 
the judicious use drugs. Once inflammation has 
been brought under control, deformity corrected 
and joint mobility restored, desirable that the 
child permitted ambulant activity. The psycho- 
logic advantages ambulatory program over 
one which quite restrictive are obvious. the goal 
promoting optimal general development kept 
mind, clear that the child who has chronic 
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disability should permitted life experience com- 
parable that his nonhandicapped peers. 


with any growing child, attention must 
given providing adequate nutrition. child who 
has rheumatoid arthritis may have had nutritional 
reversals, and may therefore require 
large protein and caloric intake for time, restore 
earlier losses. Since persistent inflammatory disease 
and recurrent febrile illness pose continuing prob- 
lem, diet that supplies adequate calories main- 
tain sound weight gain and that high proteins 
and other food factors essential for growth 
great importance. addition, attention must 
given all other matters that modify influence 
optimum development. The psychologic, social and 
educational factors have already been discussed. 
Infections deserve particular attention, since they 
may mimic recurrences rheumatoid disease and 
since they further interfere with effective physical 
development. 


Drugs 


Drugs are needed, least for intermittent use, 
control pain and reduce the inflammatory reac- 
tion. the drugs available none any more than 
palliative. All are capable inducing serious toxic 
effects. Therefore, although the wise employment 
drugs may, through control pain, provide the 
critical factor which permits mobility inflamed 
joints, dosage must carefully controlled and 
limited the minimum needed for symptomatic 
control. Table lists certain the drugs which 
have proved useful. Gold salts have been deliber- 
ately omitted because their extreme toxicity. Ace- 
tylsalicylic acid, given the lower dosage range 
suggested, may administered safely over extended 
the higher dosage range necessary 
that the patient observed carefully for evidences 
toxicity. The adrenal cortical steroids have been 
widely recent years for the symptomatic 
treatment rheumatoid arthritis. Recent studies 
British which alternate pa- 
tients were treated either with cortisone with 
aspirin would suggest that equally satisfactory symp- 
tomatic control can achieved with either agent. 
The undesirable side effects the adrenal cortical 
steroids are well known. The recent report Good 
and gives dramatic emphasis the 
major hazard steroid therapy. their 
series 340 children treated with the adrenal cor- 
tical steroids with corticotropin over extended 
periods time, per cent had serious untoward 
reactions life-threatening nature. Nevertheless, 
when employed conservatively for the amelioration 
symptoms, improve joint mobility and in- 
crease total function, the corticoids have proved 
potent therapeutic agents. these hormones are 
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TABLE 1.—Drugs Useful the Treatment Juvenile 
Rheumatoid Arthritis 


Oral Dosage per 24 Hours 


Therapeutic Agent (Given in divided doses) 


Acetylsalicylic acid 100 mg. per kg. 
Prednisone 5to 20mg 


used for extended periods, every effort must 
made find the lowest dose possible for each 
patient. This particularly important the treat- 
ment children with these agents since has been 
that, above critical level (approximately 
mg./M.?/day cortisone), these hormones will 
seriously impair skeletal growth. 

Following regimen for the use prednisone 
prednisolone, which our experience’ has proved 
satisfactory and with which, date, have seen 
major untoward effects the hormones: 


Initiate treatment with moderate dose 
prednisone prednisolone (10 mg. per 
hours, divided doses). 

Observe for minimum hours before 
adjusting dosage. 

(a) prompt amelioration symptoms occurs, 
begin taper dosage small decrements (2.5 mg. 
per hours). 

(b) improvement occurs, increase dosage 
1.5 times the initial dose attempted. When symp- 
tomatic relief obtained, begin taper dosage 
2(a). 

recrudescence occurs any time during the 
period reduction dosage during mainte- 
nance therapy, increase the dosage small incre- 
ments (2.5 mg. per hours) until symptoms are 
relieved. 

Maintenance therapy should consist the 
smallest dose that will sustain symptomatic remis- 
sion. 


Control symptoms and objective manifes- 
tations arthritis sufficient. not necessary 
increase corticosteroid dosage the level that all 
laboratory manifestations inflammatory disease 
have returned normal. 


Periodic attempts should made withdraw 
the drug completely. 


With the combined use aspirin and one the 
adrenal cortical steroids sometimes possible 
provide symptomatic relief, using appreciably 
smaller dose the corticoid than would possible 
the hormone were used alone. Wiesel and co- 
recently reported comparable success 
the long-term drug treatment adults with rheuma- 
toid arthritis, using combination cortisone and 
isonicotinic acid hydrazide. 
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Physical and Orthopedic Measures 


The reduction deformity and the institution 
normal mobility and joint function are major goals 
the treatment rheumatoid arthritis. Pain must 
first relieved, generally with the aid drugs. 
this the intra-articular injection hydrocortisone 
frequently helpful. When manipulating involved 
joints increase the range motion, the therapist 
must patient and gentle, bearing mind that 
weeks months may required stretch the 
tightly fibrotic capsule contracted joint. Joint 
manipulation must carried out such way that 
further trauma articular surfaces avoided. 
gradual reduction deformity achieved, 
often helpful that splints used night, main- 
tain the gains that are made. Exercise with grad- 
uated resistance improve muscular strength 
equal importance joint manipulation and splint- 
ing. Unless the musculature supporting the joint 
the point that the joint main- 
tained easily physiologic position, all that 
gained the reduction deformity may lost. 
For the lower extremities, particularly where there 
severe knee valgus—as frequently there 
children with rheumatoid arthritis—bracing may 
helpful least until full muscular strength has been 
restored. should borne mind that the main- 
tenance poor posture and unphysiologic posi- 
tion, particularly weight-bearing joints, materially 
increases trauma joint surfaces and may well 
aggravate the arthritic process. 


GOALS MANAGEMENT 


The major goal restore the child condi- 
tion independence which may care for him- 
self and enjoy full life experience. The aim, 
with any child, optimal total growth and develop- 
ment. The physician must keep mind the obstacles 
sound development that beset child who has 
chronic disability. These include not only the physi- 
cal impairment imposed the disability itself, but 
emotional obstacles relating attitudes the child 
and his parents. Social and educational obstacles 
may encountered school and play. further 
goal for the physician must that become 
effective educator. must educate the child and 
his parents, often the child’s teachers, and occa- 
sion other agencies which may involved with the 
child with his family. Lastly, disease little 
understood rheumatoid arthritis, the physician 
must constantly educate himself. 

Stanford Convalescent Home, Stanford. 
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RESEARCH has shown that the nucleic acids 
the cell hold key position protein synthesis, 
growth and carcinogenesis. well known, there 
are two kinds nucleic acids and consequently 
nucleoproteins. The first deoxyribonucleic acid 
(DNA) which the chemical component character- 
istic the chromatin the nucleus; the second, 
ribonucleic acid (RNA), mainly, although not ex- 
clusively, localized the cytoplasm. Two general 
rules regarding the two nucleic acids are safely es- 
tablished: 

The amount per diploid nucleus con- 
stant within species, irrespective the kind 
tissue. This has been verified chemical analysis 
well ultraviolet spectroscopy and photometry 
visible The constancy DNA content per 
nucleus even applies many tumor cells spite 
pyknosis and other changes nuclei. Changes 
the chromatin and DNA content appear connection 
with mitosis and polyploidy found advanced ma- 
lignant 

high amount RNA generally character- 
istic cells showing high protein synthesis. This 
applies both nuclear and cytoplasmic RNA. Nuclei 
cells with high protein synthesis have large nu- 
cleoli and increased nuclear RNA. the cytoplasm, 
RNA mainly localized the basophilic structures 
ergastoplasm the cell. Electron microscopic 
have shown that the basophilic, RNA-rich 
material the cytoplasm corresponds dense gran- 
ules which stand intimate relation the endo- 
plasmic reticulum the cell. According the rule 
mentioned, tissues showing high protein synthesis 
such vividly growing, secreting, embryonic and 
regenerating tissues are distinguished, biochemi- 
cally, high content RNA and, cytologically, 
large amount basophilic granules the cyto- 
plasm. This also applies growing malignant cells 
type after while degenerating and 
necrotic elements type) malignant tumors 


show progressive reduction and eventual loss cyto- 
plasmic 


From the Biological Research Department and the Department 
Sinai Hospital Clinic, Los Angeles; and the Depart- 
ment of Physiology, University of Southern California, Los Angeles. 

Presented before the Section on Pathology at the 86th Annual Ses- 


sion the California Medical Association, Los Angeles, April 
May 1957. 
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Detection Gynecological Cancer 


Use Fluorescence Microscopy Show Nucleic Acids Malignant Growth 


LUDWIG von Ph.D., MARIANNA MASIN, M.D., 
FRANCIS MASIN, M.D., and LEO KAPLAN, M.D., Los Angeles 


Early detection malignant lesions the 
cervix, major problem gynecology, has 
been made possible more cases the devel- 
opment exfoliative cytology. Mass-screening 
programs have been impeded, however, the 
demands time and skill the examiner 
posed conventional techniques. 

new method exfoliative cytology, using 
fluorescence microscopy, essentially reduces the 
time processing well scanning spe- 
cimens. Suspicious cells show flaming orange- 
red fluorescence the cytoplasm 
background, impressively distinct from normal 
cells and giving warning signal the examiner. 

This color reaction based upon cytochemical 
changes—namely, the abundance ribonucleic 
acid vividly growing and especially malignant 
cells. 

Besides gynecological material, the method 
applicable other forms malignant disease. 


Classical methods exfoliative cytology culmin- 
ating the Papanicolaou essentially use 
morphological criteria for diagnosis malignant 
change. recent years there increasing ten- 
dency employ cytochemical characteristics, with 
view arriving sharper distinction between 
benign proliferative processes and early poorly 
defined malignancies.® one facet considerable 
amount work done this line, appears that 
fluorescence-microscopic method using the fluores- 
cent dye (fluorochrome), acridine-orange (Ao) 
highly promising several respects. This method 
essentially based upon differentiation the two 
nucleic acids That is, RNA the cytoplasm 
and nucleolus gives red fluorescence, DNA the 
nucleus fluoresces green. 


The method was first elaborated the senior 
author’s laboratory and has extensively 
been applied exfoliative cytology Mt. Sinai 
Hospital and Clinic, Los Angeles?.* 


*A comprehensive presentation of the AO method, describing details 
of technique, evaluation of diagnostic results, range of applicability and 
cytochemical foundations, will be presented elsewhere. Permanent 
mounts are present not obtainable with this technique. Records can 
kept the way that, after observation with the method, the 
slides are de-stained per cent alcohol and covered with thin 
film 0.1 per cent celloidin; they can re-stained with the Papani- 
colaou technique whenever the picture shows patho- 
logical changes, color microphotographs are routinely taken and filed. 
According to the experience of this laboratory, the saving of time in 

rocessing and scanning amply compensates for work and expenses 
involved keeping photographic record. 
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Figure normal human cervix. The bright- 
ness the basal layers indicates their RNA content. The 
superficial layers (top), appearing dark, lack RNA 


Emphasis has been placed upon exfoliated mate- 
rial from the vagina and cervix. Four hundred and 
three gynecological cases, including which ma- 
lignant disease was present and 243 cases various 
cervical lesions and metaplasias, were investigated. 
The method was found have high reliability. 
illustrated here some typical 


Figure shows section the normal human 
cervix. the fluorescence picture, the basal layers 
appear brick-red due their content RNA. This 
fluorescence color decreases toward the surface, 
that the superficial precornified and cornified cells 
show only greenish-gray fluorescence the cyto- 
plasm, corresponding the lack RNA. This im- 
plies diagnostic advantages. Since normally ma- 
terial from the vagina cervix superficial pre- 
cornified and cornified cells are abundant, these can 
by-passed and the observer’s attention concen- 
trated cells which, reddish fluorescence, reveal 
their origin deeper layers. 


Figure normal vaginal smear showing the 
various cell elements. color, precornified and cor- 
nified cells show the cytoplasm greenish-gray. 
Basal cells, due moderate RNA content, present 
the cytoplasm faint brick-red. Endocervical cells 
appear orange. 


Cells from metaplasias (Figure reveal vivid 
orange color the increased content cytoplasmic 
RNA. However, morphological characteristics such 
regular shape the cells, size and shape the 
nucleus and the nucleocytoplasmic ratic, still show 
the cells being benign. 


Figure shows picture material under low 
scanning power, case which malignant change 


larger number color microphotographs obtained with the 
technique were demonstrated in an exhibit “Diagnosis of Cancer with 
Fluorescence Microscopy,”’ presented at the Annual Session of the 
California Medical Association, Los Angeles, April 28 to May 1, 
1957. should mentioned that reproductions black and white 
show neither the brillance and contrast colors, nor many details 
which are easily visible the fluorescence picture. 
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Figure from normal vaginal smear. Cor- 
nified and precornified squamous cells predominant. 
the extreme right two basal cells, oval with round nuclei, 
appearing brighter due moderate RNA content. top 
the cell group small cluster endocervical cells 
showing white because high content 


Figure smear from cervical erosion 
showing normal outer and inner basal cells and cluster 
metaplastic cells the center. The latter appear bright 
due increased RNA content. Nuclei leukocytes are 
seen throughout the picture (125). 


Figure 4.—Invasive squamous cell carcinoma the cer- 
vix under low scanning power. Malignant cells stand out 
brightly (high content). The enlarged and irregular 
shape the nuclei also visible 


was present. Among normal elements, few cells are 
flaming orange-red, which immediately attracts the 
observer’s attention. They appear strikingly different 
from normal cell elements. 
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Figure shows cell group from undifferenti- 
ated squamous cell carcinoma the cervix. The 
malignant cells showed the characteristic morpho- 
logical and cytochemical pattern: Large nuclei 
intense yellow fluorescence with prominent and mul- 
tiple nucleoli and flaming orange-red fluorescence 
the cytoplasm indicative high RNA content. 

Figure shows two malignant cells from squa- 
mous cell carcinoma the cervix. One the cells 
shows phagocytosis. The cytoplasm appeared 
brilliant orange-red. 

The method has been tested both cytochemi- 
cally and diagnostically. Cytochemically the differ- 
entiation between the two nucleic acids—DNA 
giving green, and RNA giving red orange fluores- 
cence—was verified comparison with other his- 
tochemical methods and particular application 
the enzymes, DNase and RNase. 

Diagnostically, each slide was compared with 
diagnosis the routine Papanicolaou procedure. 
After examination with the slide was de-stained, 
processed with the Papanicolaou technique, and the 
diagnoses made with both methods were compared. 
This procedure recommended doubtful cases 
for second independent diagnosis. 

Besides the examination vaginal and cervical 
smears already described, examination ma- 
terial from selected cases carcinoma the uterus, 
endometrium, stomach, rectum, breast, lung and 
lymph nodes with the technique was carried out. 
Proliferating malignant cells generally showed in- 
tense fluorescence, orange-red the cytoplasm and 
yellow the nucleus, making them easily distin- 
guishable from the cells origin. 


DISCUSSION 


well known that the Papanicolaou method, 
notwithstanding its outstanding diagnostic value, 
time-consuming and imposes rather high demands 
trained observer. The advantages the 
method can summarized follows: 

The method needs only slight and inexpen- 
sive adaptation the conventional microscope, en- 
tailing the use high-pressure mercury lamp with 
appropriate filters. 

The technique simple and rapid. The stain- 
ing procedure takes only minutes, thus materially 
reducing the time necessary for processing, and 
giving polychrome picture application one 
dye only. 

The brillance the picture obtained allows for 
quick scanning and easy recognition suspicious 
cells, that the time for examination essentially 
reduced. Under low scanning power suspicious cells 
call the examiner’s attention their brillant fluor- 
escence colors; under high power excellent evalu- 
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Figure 5.—Cell group from squamous cell carcinoma 
(undifferentiated type) the cervix. The malignant clus- 
ter shines brightly. Giant nuclei and irregular chromatin 
pattern 


Figure malignant cells from squamous cell 
carcinoma the cervix with high cytoplasmic RNA con- 
tent; thickened nuclear membrane; one the cells show- 
ing phagocytosis 


ation morphological criteria possible. The aver- 
age scanning time was found minutes. The 
demands the skill the screening technician are 
similarly reduced. For these reasons the method 
suggests itself for programs mass screening which 
till now have been impeded demands time 
and training examiners. 

The method shows not only the classical 
morphological criteria malignant disease, but also 
cytochemical changes certainly symptomatic and 
probably basic malignant growth. 

may hoped that the method can con- 
tribute toward early recognition malignant 
change. present claim can made this 
respect, this needs follow-up studies much 
material over considerable period. Such inves- 
tigation under way. However, the approach offered 
with this method appears promising and wor- 
thy further elaboration. 


The present research concentrated gyne- 
cological material which, for obvious reasons, sug- 
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gests itself for pilot investigation. Test cases have 
shown that the method also applicable other 
exfoliated material, touch preparations, biopsies and 
frozen tissue sections. 

8720 Beverly Boulevard, Los Angeles (von Bertalanffy) 
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MECKEL’s DIVERTICULUM congenital anomaly 
resulting from persistence the intestinal end 
the omphalomesenteric duct. occurs from 
incidental lesion, causing symptoms. The most 
frequent complications include peptic ulceration with 
without hemorrhage; intestinal obstruction due 
intussusception, volvulus adhesions; and acute 
inflammation. Neoplasms, both benign and malig- 
nant, have been 


PRESENT STUDY 


The present study survey cases 
Meckel’s diverticulum observed White Memorial 
Hospital 20-year period, 1936-1955. The cases 
were divided into two groups, those which the 
lesion was noted incidentally, and those which 
symptoms were produced complications within 
the diverticulum. 

The incidental group included cases, 
which were observed surgical operation and six 
autopsy. two the diagnosis was presumptive, 
based observation small bowel diverticulum 
roentgenogram. The patients this group 
ranged from newborn years age, with 
average age years. Sixteen the patients were 
females, males. two the cases which 
histologic studies were done, ectopic gastric mucosa 
was noted, 

The symptomatic group consisted surgically 
proved cases which symptoms were believed due 
the presence some complication developing 
within Meckel’s diverticulum. The diverticulum 
was submitted for pathologic study all but one 
case. this group there were males and five 
females. All but one the symptomatic cases oc- 
curred Caucasians, the exception being Negro. 


CLINICAL, OPERATIONS, PATHOLOGIC DATA 


Bleeding from the bowel, the most frequently ob- 
served clinical symptom, occurred eight instances. 
Hemorrhage resulting from intussusception was not 
included this group. Seven the patients with this 
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Meckel’s Diverticulum: Its Clinical Significance 


ROBERT CRANDALL, M.D., and ALBERT HIRST, JR., M.D., Los Angeles 


cases Meckel’s diverticulum observed 
one hospital 20-year period, were noted 
incidentally and caused symptoms. the 
latter group, the patients were preponderantly 
males. The most common symptoms, order 
frequency, were hemorrhage from the bowel, 
intestinal obstruction, acute diverticulitis, and in- 
tussusception. All the complications except intes- 
tinal obstruction occurred infancy and child- 
hood more often than later life. Intestinal 
obstruction was limited adults. There was 
strong coincidence complications and ectopic 
tissue. Surgical excision was done all cases 
diverticulum causing symptoms, and all patients 
recovered. 


symptom were children, the age varying from two 
and half months years, and the average five 
years. One was adult years. All but one 
were males. The blood the stools was variously 
described bright red, reddish brown tarry 
appearance, and the quantity ranged from several 
teaspoonfuls much quart and half. Only 
two patients had pain; was described 
and preceded bowel movement. Bleeding from 
the bowel had persisted for from five hours five 
days before operation. Hemoglobin determinations 
showed anemia commensurate with the duration 
hemorrhage: Anemia was not present the patient 
observed within five hours onset; patients not 
observed until two five days after onset, hemo- 
globin content ranged from 3.5 gm. 7.6 gm. per 
100 cc. blood. Leukocytosis was present every 
case, the number leukocytes varying from 11,900 
16,700 per cu. mm. The correct diagnosis was 
suspected preoperatively the children. diag- 
nosis “bleeding peptic ulcer” was made the 
adult. 

Ectopic gastric mucosa was present within the di- 
verticulum each the instances hemorrhage 
children. Ulceration the mucosa was present 
five, involving the junction the diverticulum with 
the small bowel some cases, the ileal mucosa ad- 
jacent the focus ectopic gastric mucosa others 
and, one instance, the gastric mucosa itself. The 
gastric mucosa was usually recognizable grossly 
its greater thickness and coarse granularity “cob- 
blestone” appearance, not infrequently forming 
polypoid excrescence the tip the diverticulum 
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Figure 1.—Plaque-like thickening gastric mucosa 
Meckel’s diverticulum. Arrow points site ulceration 
and hemorrhage. Note large artery ulcer base. 


(Figures and 2). Ulceration the diverticulum 
the 80-year-old man was associated with leiomy- 
oma which completely encircled the diverticulum and 
the adjacent ileum form tumor mass measuring 


12.5 7.5 centimeters. 


Intestinal Obstruction 


Partial complete intestinal obstruction was 
present five the cases the symptomatic 
group. All patients with this complication were 
adults, the youngest years age, the eldest 
and the average age years. Three had had symp- 
toms for from four six years; two symptoms 
were less than ten days’ duration. Intestinal ob- 
struction was consistently the result-ef adhesions ex- 
tending from the diverticulum and surrounding the 
ileum, attaching adjacent small bowel, the 
interior abdominal wall. Leukocytosis was present 
only two cases, 11,500 cells per cu. mm. one and 
14,250 the other. Histologic studies this group 
usually revealed little more than chronic inflamma- 
tory changes within the wall the diverticulum. 
Ectopic gastric mucosa was present only one. 


Acute Diverticulitis 


Acute diverticulitis was responsible for symptoms 
four the patients the symptomatic group. 
Three were boys within the age range three months 
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Figure 2.—Histologic section from lesion Figure 
showing acute ulcer lying between gastric and intestinal 
mucosa. Note large, partially necrotic artery floor 
(X50). 


six years and one was man years age. 
Periumbilical pain and right lower quadrant abdom- 
inal pain suggested clinical diagnosis acute 
appendicitis three the five. only one case 
was the correct diagnosis considered. One patient, 
three-month-old infant, had area induration 
and redness about the umbilicus association with 
diverticulum attached the umbilicus. Perforation 
near the tip the sac had resulted generalized 
peritonitis. another instance, volvulus the small 
bowel occurred about inflamed Meckel’s diver- 
ticulum attached the umbilicus. (As the volvulus 
was recent origin and had not caused obstructive 
symptoms, the case included this group.) Leu- 
kocytosis, (14,050 leukocytes per cu. mm. one 
case and 21,300 the other) was present two 
instances. Microscopic studies showed evidence 
acute diverticulitis, either focal diffuse each. 
Ectopic tissue was not observed any these cases. 


Intussusception 


Intussusception occurred four cases the symp- 
tomatic group. Abdominal pain and rectal bleeding 
were the presenting symptoms each, the duration 
varying from four hours three days. All the 
patients were males. The age range was from four 
months six years. only one was the blood the 
stool described the supposedly typical “red cur- 
rant jelly” type. two others, the blood was “red” 
“old.” two cases there was leukocytosis— 
14,900 leukocytes and 18,700 leukocytes per cu. mm. 
correct clinical diagnosis intussusception was 
made preoperatively each instance and the possi- 
bility this lesion’s being due Meckel’s diver- 
ticulum was mentioned two. inverted diver- 
ticulum lying the advancing end the intussus- 
cipiens was consistent finding operation. 
pathologic studies was noted that areas ulcer- 
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ation were associated with ectopic gastric mucosa 
two cases, 

Included miscellaneous group were five cases 
which Meckel’s diverticulum was the probable 
cause the patient’s symptoms. The patients were 
from years age and the average age was 
38. All had abdominal pain. two cases the pain 
was periumbilical, two was located the right 
lower quadrant, and one backache was the present- 
ing symptom. The total and the differential leuko- 
cytes were within the normal range each case. Mild 
acute chronic inflammatory changes within the 
wall were noted all cases, Ectopic pancreatic tissue 
well gastric mucosa was present one. 

Finally, umbilical fecal fistula was resected 
one-month-old boy who had been passing feces 
through the umbilicus. Upon microscopic study 
was observed that the fistulous tract was lined with 
mucus-secreting epithelium resembling that the 
colon. 


DISCUSSION 


Meckel’s diverticulum recognized its loca- 
tion the antimesenteric border the ileum, 
the presence independent blood supply from 
the mesentery, and histologic observation all 
layers the small bowel. The distance the diver- 
ticulum from the ileocecal junction varied the 
present study from cm. 120 cm. The average 
was 52.5 cm. The sacs varied length from 
10.5 cm. and the average was 3.5 cm. external 
diameter the range was from 0.6 cm. 3.5 cm. but 
the diameter most sacs was between 1.2 and 
2.5 cm. 

definite relation was observed between the pres- 
ence ectopic tissue Meckel’s diverticulum and 
the development clinical symptoms. Ectopic gas- 
tric mucosa was noted cases the 
symptomatic group, and only the 
asymptomatic group. Ectopic pancreatic tissue was 
found association with gastric mucosa two 
instances. Ectopic gastric mucosa was present six 
eight cases which massive hemorrhage occurred 
and two the four which there was intussus- 
ception. Other also have noted 
high incidence heterotopia with symptomatic 
Meckel’s diverticula. noted ectopic gastric 
mucosa per cent 130 cases which histol- 
ogic study was done. 

Although complications Meckel’s diverticulum 
may occur patients any age, much higher 
incidence the younger age groups was noted: 
There were per cent more infants and children 
than adults the symptomatic group. The average 
age the symptomatic group was 22, compared 
the asymptomatic group. Excluding the 
80-year-old patient with hemorrhage from leiomy- 
oma diverticulum, the average age patients 
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with hemorrhage was five years. Excluding one 
adult, the average age patients with acute diver- 
ticulitis was 2.7 years. The average age the 
patients the four cases intussusception was 3.4 
years. Intestinal obstruction was late 
the average age patients was years. The late 
onset and long duration symptoms the group 
with obstruction support belief that the adhesive 
bands that cause this complication resulted from 
previous inflammatory changes within the diver- 

Hemorrhage from the bowel the most frequent 
complication Meckel’s diverticulum. occurred 
eight the symptomatic cases the present 
series and per cent the large series 
pediatric cases reported Gross.* Although single 
attacks bleeding are the rule, multiple attacks 
may occur. Bleeding usually occurs children be- 
tween the ages one and six, and rarely persons 
more than years the series reported 
upon Gross, per cent patients with hem- 
orrhage were less than two years age. Hemorrhage 
two five times common males fe- 
males. Bleeding usually brisk and the stool brick- 
red bright red. The massive, painless bleeding 
from ulcerated diverticulum sharp contrast 
the agonizing pain and small amount blood 
passed with intussusception the bowel. Bleeding 
from rectal fissure polyp likewise usually 
small 

frequently impossible differentiate clinically 
acutely inflamed Meckel’s diverticulum from 
acute appendicitis. the 20-year period which 
the five cases Meckel’s diverticulitis the present 
series were observed, there were 2,071 cases acute 
appendicitis the same hospital, ratio 
Meckel’s diverticulitis tended occur earlier life 
than acute appendicitis, two the four cases 
the present study having occurred the age two 
years less, whereas only 0.5 per cent the 
cases acute appendicitis occurred this age 
group. 

The finding cherry-red area cellulitis about 
the navel, considered pathog- 
nomonic acute inflammation Meckel’s diver- 
ticulum attached the umbilicus, was noted one 
patient the present series. Also, perforation had 
occurred, the instance reported DeNicola. 
appears that attachment the diverticulum 
the umbilicus important requisite for the sign, 
for such cases the vascular supply the diver- 
ticulum from this source. 


Five patients the symptomatic group had had 
previous abdominal operation. Careful search for 
and removal the diverticulum the time the 
initial laparotomy would have spared them addi- 
tional operation. one instance, appendectomy had 
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been done only three months before the patient was 
admitted hospital with hemorrhage from the 
bowel. 

TREATMENT 


most cases the series the treatment was sim- 
ple excision the diverticulum, the defect being 
closed transversely order avoid narrowing 
the ileum. four cases, resection segment 
the ileum was considered necessary because gan- 
grene due intussusception because stenosis 
the lumen. the present study, serious post- 
operative complications occurred and all the patients 
recovered. 

1720 Brooklyn Ave., Los Angeles 33. 


For Your Patients— 


Historically, the California Medical Association, which member, was one 
the nation’s pioneers the field medical care insurance through its sponsorship 
the California Physicians’ Service. Blue Shield-CPS “service plan” the name 
implies. provides medical care rather than specified sum money which, case 
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INTEREST CHRONIC DISEASES and disabling condi- 
tions has increased greatly recent years with 
rising incidence these conditions population 
with lengthening life expectancy. Recent develop- 
ments for health and welfare labor and industry 
have included provision for somewhat extended cov- 
erage for long-term chronic illness. Surveys the 
extent chronic illness have been and are being 
made California® and nationwide.” 

Rehabilitation also has received greater recogni- 
tion late. the fields public health and pre- 
ventive medicine, “comprehensive health 
and the “five levels are topics 
recent interest. both these inclusive categories, 
rehabilitation listed one the essential ele- 
ments. Yet programs health agencies have rarely 
included any provision for rehabilitation efforts. 
The inclusion effective rehabilitative benefits 
prepayment medical care plans not yet beyond 
the hoped-for 

Some carriers industrial and disability insur- 
ance have arranged provide rehabilitation serv- 
ices, and few cities rehabilitation centers have 
been established. Also, state rehabilitation agencies, 
aided federal grants, have provided services 
many persons who had reasonable prospect re- 
turning gainful employment. But except for these 
and few other limited activities, really effec- 
tive attack has been made the problem rehabil- 
itating the two million more people needing such 
services. 


Data the incidence disabling conditions 
and the possibilities for rehabilitation are quite lim- 
ited. Some idea these factors may obtained 
from study the kinds disabilities observed 
applicants for benefits under Federal Old Age and 
Survivors’ Insurance (Social Security). About 
per cent workers, including most self-employed 
persons, are now included this coverage, and 
estimated that 750,000 those who are covered are 
currently disabled. Over 12,000 California workers 
had filed for disability benefits March 1957. 


The author is medical consultant, State of California Bureau of Vo- 
cational Rehabilitation, and associate clinical Preventive 
Medicine and Public Health, University California Los Angeles, 
Los Angeles 24. 


Presented before the Section Public Health the 86th Annual 
Session the California Medical Association, Los Angeles, April 
May 1957. 
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Disability Under Social Security 


Medical Evaluation and Decision Rehabilitation 


BYRON MORK, M.D., Los Angeles 


Recent amendments the Social Security Act 
give privileges persons who are found 
disabled. California, the State Bureau Vo- 
cational Rehabilitation for 
determining whether not applicant dis- 
abled within the meaning the Act. Each appli- 
cant must submit medical evidence provided 
his own physician hospital. The evidence 
reviewed both physician and counselor, 
who determine not only whether disability ex- 
ists but also whether rehabilitation services might 
helpful. 


the first 9,000 cases which determina- 
tions were made, per cent applicants were 
found disabled and per cent not; but 
recent months the proportion found disabled 
has increased. Diseases the circulatory system 
and nervous system, including late effects 
cerebrovascular accidents, were 
groups conditions causing disability. Psycho- 
neurotic conditions and orthopedic and respira- 
tory disorders were next order. 


Some per cent applicants were 
referred for rehabilitation services, but these 
only about one six accepted for rehabilita- 
tion, and only half these accepted actually re- 
ceive the services. Thus, appears that only one 
per cent workers applying for disability bene- 
fits are getting the services made available 
through state and federal sources restore them 
productive employment. Physicians need 
alert opportunities provided programs such 
these utilize all facilities round out the 
full cycle medical care. 


Therefore, brief review some the conditions 
noted the application two recent amendments 
the Social Security Act with regard disability 
should value making plans deal with 
chronic disease, disability and rehabilitation. One 
the amendments, enacted 1954, known the 
“disability provided that periods which 
employee had income while disabled would 
not included computing the average which 
his retirement income age based. The other 
amendment, passed 1956, provided for benefits 
paid disabled workers age 50, and dis- 
abled children years age older who are de- 
pendent parents eligible for old age survivor’s 
Much discussion preceded enact- 
ment these amendments, which were opposed 
many medical and health groups, including the De- 
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partment Health, Education and Welfare.* De- 
spite this opposition, the amendments were adopted 
and the Bureau Old Age and Survivors’ Insurance 
has set the regulations including definitions and 
means determining disability. 

Obviously, medical determination the existence 
disability basic requirement. The amend- 
ments provided that these determinations made 
state agencies, and state Bureaus Vocational 
Rehabilitation were recommended. most the 
states, including California, these bureaus are now 
making the determinations. The bureau can refer for 
rehabilitation service any person who might benefit. 
Under the freeze program referrals are merely rec- 
ommended and permissive; under the program for 
disability payments persons over age 50, referral 
mandatory. Refusal without good cause accept 
rehabilitative services indicated may result 
the withholding benefits the Bureau Old Age 
and Survivors’ Insurance. 

his testimony before the Senate Finance Com- 
mittee H.R. 7225 (enacted become the Social 
Security Amendments 1956), the Secretary 
Health, Education and Welfare said: “There 
question that the most constructive approach the 
problem worker’s disability is, wherever fea- 
sible, the process vocational 

This philosophy evident the words used 
defining disability. The common terms “permanent” 
and “total” are not used the act adopted, since 
they were thought imply “complete 
vocable helplessness” and thus indicate that the 
subject was not likely benefit from rehabilitation 
services. Instead, the terms used are “of long-con- 
tinued and indefinite duration” and “inability 
engage any substantial gainful activity.” appli- 
cation, however, the terms are usually sternly in- 
terpreted that they become tantamount “perma- 
nent and total” most plans. Generally, “disability” 
taken mean that there must have been con- 
tinuous period disability not less than six 
months.® 


The act also requires that the condition causing 
disability “medically determinable.” Certain 
standards severity for various conditions, espe- 
cially the more serious impairments, have been de- 
veloped order provide reasonable uniformity.” 
These are subject change the light develop- 
ments which alter outlook. For example, the require- 
ments for considering tuberculosis disabling have 
been made more stringent with recent improvements 
therapy: Persons with minimal lesions are not 
considered disabled; and persons with more ad- 
vanced lesions that have stabilized usually are not 
eligible, since the prospect recovery the fore- 
seeable future generally good. 


Responsibility for supplying medical evidence lies 
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with the claimant. filing claim for benefits the 
claimant must supply the needed medical, hospital, 
laboratory and other reports his condition. Forms 
provided for these reports are sent directly Bureau 
offices physicians completing common 
misconception the part applicants and physi- 
cians that the physician completing the form must 
determine whether disability exists certify that 
the applicant disabled. This not asked the 
form, nor expected. The only question this 
type the form is, “Have you advised the patient 
not work?” The answer intended serve 
guide making the determination. The applicant’s 
physician expected present the facts objec- 
tively possible. 

Since medical judgment required evaluate 
reports, the Bureau Vocational Rehabilitation has 
physicians employed medical consultants who re- 
view each application and, working closely with the 
rehabilitation counselor, determine its disposition. 
Frequently the medical evidence incomplete 
inadequate submitted, and additional information 
has obtained phone letter from the phy- 
sician who examined the applicant. then still 
impossible make decision, independent ex- 
amination member the panel physicians 
used the regular Bureau program may author- 
ized. After essential information has been assem- 
bled, the determination made. the same time 


thought the applicant might benefited, referral 
made directly the Bureau’s rehabilitation serv- 
ices. All the information that has been gathered 
the case made available the rehabilitation serv- 
ice. Throughout the process determining the dis- 
position claim and the question rehabilita- 
tion, the medical consultant and the counselor work 
team, taking into consideration all the factors 
concerned, medical and nonmedical. 


Many questions arise why certain detailed 
information needed, why individual not 
granted benefits when seems disabled. Much time 
and patience required explain the necessity for 
determining that certain standards severity are 
met. often difficult for the applicant and his phy- 
sician understand why applicant who has been 
rated totally disabled the Veterans Adminis- 
tration not automatically eligible this program. 
Such persons and others who may receiving 
from private insurance company permanent and 
total disability benefits (which may based in- 
ability perform his usual duties) may not have 
conditions meeting the requirements “long-con- 
tinued and indefinite duration” which prevent them 
from performing “any substantial gainful activity.” 


this connection interest note sample 
comments made the applicants and their physi- 
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cians with regard the advisability working. 
Such statements “My physician warned not 
work penalty death” are found fairly fre- 
quently, often cases coronary disease. Physi- 
cians’ statements range all the way from advice not 
work all encouraging some work im- 
portant part therapy. seems quite likely that 
many physicians are not aware statistical studies 
such as, for example, those which show that 
per cent patients surviving coronary throm- 
bosis are able return gainful 
Another possibility that they are being overly con- 
servative, possibly giving the patient the benefit 
the doubt his effort establish claim. 

Likewise, such statements “The patient cannot 
return his former occupation and cannot think 
any other for which fitted” would seem 
indicate lack familiarity with rehabilitation 
services and possibilities. the full potential this 
“third phase” medical services developed, 
practicing physicians must kept constantly aware 
available services and results rehabilitative 
programs all types. well known that publicity 
the increasing number cancer patients who are 
cured and returned useful lives helps the whole 
program early recognition and intelligent care 
malignant conditions. Similarly, greater aware- 
ness the increasing numbers patients with tuber- 
culosis, coronary artery disease and other heart con- 
ditions, cerebral vascular accidents, and even severe 
mental illness, who have been restored productive 
activity will improve the attitude both the patient 
and the physician and thus further extend the effec- 
tiveness medical services. 

Data 324,000 cases, the country over, which 
determination was made disability under the 
Social Security regulations were recently compiled. 
Fifty-three per cent the claimants were found 
disabled, per cent not disabled. Table shows 
the incidence the various causes disability 
the persons found disabled and the incidence 
the five primary diagnoses occurring most fre- 
quently. 

For California, 12,606 applications for determina- 
tion disability under the Social Security Act were 
received March 1957. the total, 9,009 
had been determined, with 4,401 (49 per cent) 
found disabled and 4,608 (51 per cent) not 
disabled. Recently there has been trend toward 
higher proportion disability determinations, 
least among cases handled the Southern Califor- 
nia regional office, shown Table 

Complete data conditions causing disability 
among California applicants are, unfortunately, not 
available. Table presents analysis 365 cases 
which determinations were made one medical 
consultant the Southern California regional office 
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TABLE 1.—Nature Disability 172,000* Cases Which Appli- 


cant Was Found Disabled Under Terms Social Security Act 


Per Cent 


Incidence various causes disability persons 
found disabled: 

Diseases the circulatory system (includes heart 
Diseases the nervous system and sense 
Mental, psychoneurotic, and personality disorders.. 

Infective and parasitic diseases (includes tubercu- 
losis, syphilis, poliomyelitis, etc.) 


Diseases the bones and organs movement 
Diseases the respiratory system (excludes tuber- 
culosis and other infective diseases) 
Allergic, endocrine, metabolic, and nutritional dis- 
eases (includes diabetes) 


Incidence the five primary diagnoses most fre- 
quently made persons found disabled: 
Arteriosclerotic heart disease, including coronary 
Late effect, such paralysis, resulting from certain 
vascular lesions affecting the central nervous 
Pulmonary tuberculosis 
Schizophrenic disorders (dementia praecox) 
Hypertensive heart disease, unspecified clinical 


324,000 applicants through August, 1956, 152,000 were 
found not disabled. 


during February and March, 1957. While this 
small sample, believed reflect fairly accu- 
rately the general trend California applications. 

apparent from these tables that diseases 
the circulatory system and the nervous system, in- 
cluding residual effects from cerebrovascular acci- 
dents, are the greatest cause disability. the na- 
tionwide data, these two groups comprise half the 
disabilities, with psychotic and psychoneurotic con- 
ditions and tuberculosis together making addi- 
tional one-fourth. The five most common primary 
diagnoses fall into these groups. 

For California the general experience similar, 
but tuberculosis and schizophrenic disorders are not 
among the five most frequent primary diagnoses. 
Mental retardation shown separate category, 
since the recent addition disabled child benefits 
has resulted the filing many claims this type. 
Probably the increase this group temporary and 
will last only until the backlog such cases 
processed. 

The relative frequency conditions for which 
claims were made cases which the claimant was 
found not disabled also shown Table 
noteworthy that large proportion the claims 
denied was made cases which claim dis- 
ability was based diseases bone and joints, 
neuropsychiatric conditions and tuberculosis. 

The increasing number applicants requiring 
independent examinations physicians who ex- 
amine the regular Bureau program (Table 
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TABLE 2.—Rulings Disability Under Social Security Act Cases Determined Southern California Regional Office State 
California Bureau Vocational Rehabilitation During Four Months, December 1956 March 1957 


Cases Disability Disability Medical Referred 

Month Received Allowed ~ Denied Examinations to B.V.R.* 
February 1957 683 231 181 


*Bureau of Vocational Rehabilitation. 


independent medical examiner supply data that was more recent than that available was needed give additional infor- 
mation. 


TABLE 3.—Conditions Causing Disability: Analysis 365 Cases One Consultant the Los Angeles Regional Office, State 
California Bureau Vocational Rehabilitation, February and March, 1957 


Allowed Denied 
Disability Classifications No. Cases Per Cent No. Cases Per Cent 
Incidence disability various classifications: 
Diseases the nervous system and sense organs (includes vascular 

Diseases the circulatory system (includes heart 
Mental psychoneurotic and personality disorders (excludes mental 

Disease the respiratory system (excludes tuberculosis and other in- 

Combinations two more conditions 7.5 
Infectious and parasitic diseases (includes tuberculosis, syphilis, polio- 

Allowed Denied 
Primary Diagnosis No. Cases Per Cent No. Cases Per Cent 
Incidence primary diagnosis: 
Arteriosclerotic heart disease, including coronary 
Late effect, such paralysis, resulting from certain vascular lesions 

Diseases the respiratory system (excludes tuberculosis and other in- 


probably reflects the fact that more claimants 
younger age group are filing claims now that 
possible get Social Security payments age 
disabled. Part the increase also due the 
greater number persons who have been ruled not 
disabled and who are filing for reconsideration 
hearing their applications, provided the 
law. These independent examinations are authorized 
only when other medical evidence too old 
inadequate conflicting. 

Referral persons applying for disability bene- 
fits state rehabilitation agencies likewise in- 
creasing. This because increase applica- 
tions for disability payments which acceptance 
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rehabilitation services required. Recent data for 
California show between and per cent ap- 
plicants are now being referred (Table 2). However, 
data compiled the state Bureau Vocational 
Rehabilitation show only about one six the 
persons referred are being accepted the Bureau, 
and only about half those accepted are actually 
receiving This indicates either that re- 
ferrals are not being adequately screened that 
not enough services are available. Probably both 
factors are present some extent. Certainly, not all 
persons who could benefit from rehabilitation serv- 
ices are receiving them. the recent study reha- 
bilitation services for tuberculous persons Cali- 
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fornia, was found that per cent patients 
studied needed the services the Bureau Voca- 
tional Rehabilitation, but only per cent had re- 
ceived 

Since the Social Security disability benefit pro- 
gram concerned with class persons which 
the number candidates for rehabilitation services 
may expected relatively high, evident 
that all efforts properly screen and refer persons 
with good rehabilitation potential and augment 
existing services must intensified the opportu- 
nity help them fully realized. will re- 
quire the cooperation all physicians private 
practice, industry, public health and other gov- 
ernmental agencies and hospitals, and all auxili- 
ary personnel restore many workers possible 
productive capacity. 

Statistics not tell the many encouraging in- 
cidents that occur reviewing medical reports. 
several cases previously unknown lesions the 
chest were diagnosed independent examination 
applicant. Psychiatric conditions were noted 
few instances. Cancer the breast was discovered 
one case. Recommendations for operations the 
heart chemopallidectomy for Parkinsonism and 
renewed interest surgical correction for long- 
standing defects result examinations demon- 
strate that many physicians are aware recent de- 
velopments rehabilitative procedures and are able 
impress the applicants with the values real- 
ized availing themselves such services. 

data accumulates the Social Security dis- 
ability benefit program, study the facts 
relative frequencies disabling conditions will add 
greatly knowledge the extent chronic, and 
disabling illness the working population and thus 
assist making preventive and therapeutic proce- 
dures more effective. Data persons selected for 
rehabilitation services and the acceptance and use 
such services the patients should also great 
value evaluating the services. 

School Medicine, Los Angeles 24. 
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Acromioclavicular Dislocations 


Open Reduction with Screw Fixation 


MEIER, M.D., GRANNIS, M.D., 
and TANNER, M.D., Palo Alto 


FoR TREATMENT acromioclavicular dislocations, 
have found that the Bosworth screw 
modified fit our circumstances, has been most 
This report outline the technique 
adapted for use the orthopedic department the 
Palo Alto Medical Clinic, and the results obtained. 

The acromioclavicular joint very resistant 
developed joint capsule and held down with its two 
ligaments, the conoid and the trapezoid, resists 
stress from various directions. When there sub- 
luxation the joint, there stretching partial 
tearing the capsule and possibly some extent 
the acromioclavicular ligament well. With com- 
plete rupture, the acromioclavicular ligament, cap- 
sule and coracoclavicular ligaments are torn. Mild 
sprains and subluxations are treated conservatively. 
with complete dislocation that are dealing 
this report. 

the Palo Alto Medical Clinic, patients with 
complete dislocations have been athletes, most com- 
monly. have taken care the medical needs 
the Stanford University students for many years; 
and Dr. Fritz Roth, who has been the football team 
physician Stanford since 1926, originally used 
the Bosworth technique 1946 and recommended 
us, emphasizing that any laxity the joint and 
supporting ligaments remaining after treatment may 
constitute painful handicap all athletes and es- 
pecially football players. his extensive experience, 
conservative treatment had proved inadequate for 
complete dislocations. 


The operation was formerly done under local 
anesthesia, with the patient sitting position. 
However, have found this position rather cum- 
bersome and awkward. therefore place the pa- 
tient supine, under general anesthesia, with the 
shoulder and arm, sterile drapes, free the table. 
The coracoid process identified palpation. The 
incision then made from the acromial margin and 
along the anterior border the clavicle the mid- 
shaft. Arthrotomy done permit replacement and 
repair removal torn capsule which usually 

Presented before the Section Orthopedics the 86th Annual 


Session the California Medical Association, Los Angeles, April 
May 1, 1957. 
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Athletes with complete separation the acro- 
mioclavicular joint were uniformly restored 
full athletic competence operation con- 
sisting direct repair the involved ligamen- 
tous structures with temporary fixation 
metallic lag screw approximating the clavicle 
the coracoid. The metallic fixation was left 
place average eight weeks and the screw 
was then removed under local anesthesia. num- 
ber professional and collegiate football players 
returned the rigors football with discom- 
fort disability. 


found displaced into the joint. believe that 
stronger and more physiologic healing then occurs. 
subperiosteal reflection the deltoid from the 
anterior border the clavicle, the coracoid process 
exposed, The dislocation then reduced. 
Following the reduction, drill-hole made 


the clavicle, large enough permit easy insertion 


metallic lag screw with broad flat head. 
should possible for the bare shank the screw 
move slightly the hole the clavicle. Then 
small hole may made the base the coracoid 
process with drill awl facilitate the en- 
trance the screw. The usual length the lag 
screw one and one-half inches. The screw in- 
serted vertically possible and the extent that 
penetrates the inferior cortex the coracoid 
process. The margins the acromioclavicular joint 
are brought into proper relationship adjusting 
the screw under direct inspection and palpation. The 
capsule the acromioclavicular joint then easily 
repaired. Occasionally, one may also suture the 
coracoclavicular ligament. The patient carries his 
arm sling for several days and then allowed 
free motion below degrees abduction. 


have found this method safe and most success- 
ful. Since shoulder movements are carried out al- 
most immediately after operation, there usu- 
ally loss motion. the patient athlete, 
keep condition. The screw removed later. The 
time between insertion and removal has varied from 
108 days, but now feel can removed 
safely after days. should noted that the 
screw left place too long, bone forms around 
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the head, the drill hole the clavicle will worn 
larger, and there more calcium formation around 
the coracoclavicular ligament. 


The operation described was done cases. 
cases the injury was received football, basket- 
ball wrestling, one polo, fall while 
drunk, and two automobile accidents. All the 
patients were males. All but two were fresh injuries. 
The left shoulder was involved cases, the right 
six. The average age patients was years, 
and patients were under the age 25. The aver- 
age number days the screw remained place was 
57, but, previously noted, recently have re- 
moved the screw six weeks. 


Complications occurred nine cases. one case 
the screw bent when the patient played basketball 
prematurely. Wound infection developed two 
cases; both cleared before the screws were 
removed. two cases the wounds were torn open 
and healing was delayed. should noted that 
patients the kind comprised this series are 
often difficult manage, owing their sometimes 
uncontrollable desire participate sports and 
athletics. One patient had adhesive capsulitis. 
was years age and the injury had been received 
automobile accident. one case the screw, 
conventional stainless steel bone screw, pulled out. 
The patient was operated upon again and the result 


was good. The use lag screws has obviated this 
difficulty. One patient complained pain after oper- 
ation but preferred not have anything more done. 
was seen two years later following skiing acci- 
dent, and mention was made him that time 
further difficulty with the shoulder. One patient 
had been treated previously elsewhere immobili- 
zation the joint cast and had continued 
have pain the shoulder that prevented his playing 
football. For him supplemented the operation 
with fascial graft reconstruct the coracoclavic- 
ular ligament. The patient later was 
college football player. 

One football player who had the operation became 
one Stanford’s greatest passers, using the shoulder 
that had been operated upon. Two patients who were 
professional football players successfully continued 
football careers, one having returned play the 
same season was injured. only one case the 
series, that the elderly patient with adhesive cap- 
sulitis, was there limitation motion. 

300 Homer Avenue, Palo Alto 
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The High School Football Team Physician 


RODNEY ATSATT, M.D., Santa Barbara 


Andy ready play again?” Such 
question the coach the midst tight football 
game has real significance. means much more 
than whether not Andy has recovered from 
short period grogginess earlier the first quarter. 
means that there worthwhile understanding 
between the football coach and the team physician. 
means that the coach has complete confidence 
the doctor’s judgment and relying him safe- 
guard the boys against further injury. Furthermore 
implies that the physician has been quick evalu- 
ate the boy’s present condition accurately and com- 
pletely and that will permit him sent back 
into the game can conscience. From 
the coach’s standpoint, competent, mature medical 
associate lifts the burden the crucial questions 
which constantly arise: “Can use Andy (or Bill 
Larry) 

Such relationship was fortunate have for 
years with Clarence Schutte, football coach 
Santa Barbara High School. all the 200 more 


games played that time, never had medical 


judgment questioned. Never was boy returned 
play unless gave the word. 


Another field which the coach should—and 
own case did—rely the physician’s judgment 
concerns matters psychology. Coach Schutte was 
master psychologist but seldom did make 
“before-game” “between-halves” talk without his 
asking me, “How are the boys?” 


Before the game used spend hour with 
them, strapping ankles and knees and backs—the 
usual preventive supporting aids. The boys might 
highly keyed up, they could sluggish, 
downright depressed. impression would con- 
veyed the coach and would influence the kind 
pep talk would give. 


example, would like relate incident. 
was semi-final game and the end the 
half the score was against us. The team was 
depressed, naturally. There was feeling, sensed 
it, wounded bear licking his wounds 
almost morose attitude. There was plenty unused 
power our team but lack coordination and 
few questionable penalties had put the low 


Presented before the Section Orthopedics the 86th Annual 
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Mutual confidence necessary between the 
football coach and the team physician. The phy- 
sician’s decision the matter boy’s condi- 
tion must always final. The coach should also 
consider the physician’s advice shaping his 
psychological appeals the players before- 
game and between-halves talks. The physician 
should his way man injured the 
and not the trainer coach make the diag- 
nosis. The physician must have the ability 
make immediate evaluation the extent 
injury and use appropriate measures get the 
player off the field. see semi-conscious man 
with dangling head being half dragged off the 
field far worse from the patient’s standpoint 
and from the spectator’s standpoint than removal 
stretcher. 


end the score. When the coach asked opinion, 
suggested that not ride them for their mistakes 
but appeal their pride. This did, simply, 


few words. Our team won. 


physician football team must know spe- 
cialized kind first aid. 


Head and Neck: man gets dazing blow the 
head but does not lose consciousness. gets 
slowly and shakes his head and strikes his helmet 
with the palm his hand clear the wooziness. 
This man should watched but not necessarily 
taken out. second man gets mild concussion. 
semiconscious for moment only. Aromatic 
spirits ammonia revive him completely but 
should taken out. can use cold towels his 
head and after minutes rest thinks per- 
fectly clearly may play again. usually ask him 
his mother’s maiden name some such question.) 
man who really out cold when the 
field should always brought stretcher, 
never walked off dragged off. There may 
associated neck injury and very bad from the 
standpoint the spectators see semiconscious 
boy walked off the field with his head bobbing from 
side side, say nothing the possibility 
further serious damage the patient. boy with 
severe concussion usually lies perfectly still. X-ray 
films the skull should taken such in- 
stance. neck injury and some head injuries lead 
clonic spasms which course are themselves 
indicative severe injury. 
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Chest: cases rib fracture, point tenderness 
elicited pressure and pain compression the 
chest wall from side side and from front back. 
boy with rib fracture cannot play again until 
the fracture three weeks. boy 
may have costochondral injury. These injuries are 
line from the second rib near the sternum just 
down inside the nipple line onto the 8th and 9th 
ribs. The signs are the same for fractures but 
x-ray films show abnormality. x-ray film 
negative for fracture does not rule out rib injuries. 
player with costochondral junction injury may 
play week well strapped up. 

Abdomen: Occasionally kick blow with 
bent knee may cause abdominal injury but rarely 
serious. boy with muscle wall injury should 
not play again during the same week. simple 
concussion the solar plexus from which has 
made good recovery, may play during the week. 
severe blow may rupture the spleen kidney 
and immediate operation may necessary. The 
testicles may bruised, with excruciating pain. 
This injury will usually respond cold towels and 
not severe the boy may not incapacitated. 


Upper Extremity: Injuries the upper extremity 
may include dislocation the shoulder, elbow 
fingers. The deformity usually perfectly obvious 
and the dislocation can reduced immediately 
there little pain difficulty—except for the well 
known “button-hole dislocation” the first metacar- 
pal phalangeal joint. players high school age 
there are seldom any fractures associated with the 
dislocations although there occasionally may 
epiphyseal separation the younger boys. 

Fractures may take place the collar bone, the 
shoulder blade, the arm forearm, wrist fingers. 
physician skilled diagnosis and reduction 
fractures can reduce some them immediately 
the club house, and splint the injured member with 
sling Yucca board. Then the patient should 
taken the hospital and x-ray examination done. 
doubt exists the physician’s mind diag- 
nosis his ability reduce the fracture, the boy 
should sent the hospital immediately for x-ray 
examination and preparation for anesthesia. Then 
the physician can the hospital after the game. 
The injured part should enveloped cold towels 
the waiting period. Collar bone injuries are be- 
coming rare, thanks the heavy shoulder pads, but 
acromioclavicular joint separation increasing 
frequency. 

Spine: Spinal injuries football are rare. Those 
that occur are usually compression fractures and 
they should dealt with course placing the 
player stretcher face down. often shudder 
see trainers coaches lifting prostrate player 
knee-high the belt and causing acute hyperex- 
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tension the spine the assumption that “the 
wind has been knocked out.” 

Injuries the lumbosacral joint even the sac- 
roiliac joint are fairly common. The player can 
usually walked off the field but should not play 
again the same day. may possible for him 
play again one week well strapped but 
the convalescence may delayed such practice. 

Thigh: charley horse severe contusion the 
thigh paralyzing injury which may put player 
out combat once. may not incapacitating 
until after the shower taken. severe exten- 
sive, may disable the player for several weeks. 
The danger lies the possibility development 
myositis ossificans the quadriceps muscles. 
This bony growth takes place irregular form 
and bad sequela the contusion. The immedi- 
ate treatment ice pack. should put 
soon possible and followed six hours heat. 
The ice pack reduces the intramuscular bleeding. 
Some coaches will bind hematoma very snugly 
with elastic bandage and allow the patient play 
again week, but this not good practice, 
opinion, because the possibility the detachment 
emboli from the blood clots. 


Knee: Knee injuries are bete noir all football 
physicians. The type injuries commonly classified 
internal derangements may many. There may 
rupture (usually only partial) the internal 
lateral ligament from blow the outer side 
the knee. This why “clipping” dangerous. 
severe rupture present, determined through 
X-ray examination, immediate surgical repair in- 
dicated. partial complete rupture the internal 
lateral ligaments suspected, the extent the tear 
may determined forcing the knee into valgus 
during x-ray exposure and noting the spread the 
inner side the knee. wide separation requires 
early operation, but recovery usually prompt. 

injury the internal semilunar cartilage may 
simple separation the cartilage from the 
capsule, may split, either semitransverse 
longitudinal. The latter may become “bucket- 
handle” tear the detached fragment forced into 
the central joint space. the joint locked 
limited extension, immediate manipulation 
often possible followed semifixation elastic 
bandage applied reenforce the inner side 
the knee. better this the club house 
than the side lines, The injured player should 
use crutches and should not permitted play 
for from two four weeks, the time depending 
the type and the severity the injury. the knee 
still painful after manipulation and lacks 
degrees full extension, best consider early 
operation for removal the injured cartilage. 
rapid recovery possible this procedure and the 
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boy can play again six weeks has had ade- 
quate physical therapy following operation. 

Legs: Cramps the legs are very common 
emergency the playing field. They are usually 
the calf and can controlled dorsiflexing the 
foot with the knee straight. The foot held this 
position for count seconds and the cramp 
usually abated that time. cramp that kind 
usually owing low calcium the blood. Cal- 
cium gluconate, gm. tablets, calciglyphos-D, 
0.5 gm. tablets, should administered for week. 


Ankle: The best first aid for ankle injury 
the prevention the injury. Most sprains are 
inversion type. the ankle skillfully taped 
eversion before the game, many sprains can 
avoided. put emphasis the eversion, for have 
seen many fancy strappings applied which were 
absolutely worthless because they overlooked this 
important point. When sprain any great severity 
does occur, the man should not play for two weeks. 
heartily disagree with those who inject procaine 
hydrocortisone and let the man play the second 
half, for torn ligaments not heal treated so. The 
possibility fracture should always considered, 
and there tenderness either malleoli, 
course the ankle should examined x-ray. 


Feet: Athlete’s foot, epidermophytosis, al- 
ways menace but can controlled. Sometimes 
player may appear from the sidelines have 
injury the foot and summoning the team 
physician—who may hurry onto the field find that 


what needed new shoestring. New shoestrings 
are easy carry physician’s bag. 

There considerable difference opinion 
whether the physician should out onto the field 
every case injury. opinion, certainly 
should. his duty spot man who down and 
his way once. Diagnosis should not 
left the trainer. true that one will make some 
unnecessary trips the field but the damage that 
will saved the individual will make worth- 
while the long run. few aromatic ammonia cap- 
sules the physician’s pocket come handy for 
clearing wooziness, but stretcher should 
called for without hesitation when occasion 
horrifying see totally unconscious boy being 
partially dragged and partially walked off the field 
with his head flopping from side side the sup- 
porting trainers stepped along. For what that boy 
had broken dislocated neck! The physician 
could not tell the extent the damage from short 
examination totally unconscious boy. the 
stretcher’s the thing. 

Some statistics: years Santa Barbara 
High School football games have had frac- 
tured skulls, one case fractured neck (in player 
opponent’s one case fractured femur, 
ten cases fractured wrists epiphyseal separation 
and about five fractured ankles. Rupture kidney 
occurred one player. course there have been 
larger number knee and chest and acromiocla- 
vicular injuries. 

Street, Santa Barbara. 
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Vogt-Koyanagi Syndrome 


THOMAS SOSS, M.D., San Mateo 


THE ENTITY known Vogt-Koyanagi syndrome 
familiar most ophthalmologists. very similar 
(or perhaps even form of) other reported dis- 
ease entities such Harada’s disease, Cogan’s syn- 
drome and forms uveo-encephalitis. All the dis- 
eases and syndromes mentioned have variations 
symptomatology but common them are bilateral 
inflammation the uveal tract, varying degrees, 
and auditory abnormality. Also, there may vary- 
ing degrees labyrinthine involvement. be- 
cause the symptom hearing loss that the condi- 
tion becomes interest otologist. Sudden 
deafness was the first symptom the case herein 


The disease complex was first described this 
country Parker and the term Vogt- 
Koyanagi syndrome was applied Carrasquillo 
The etiologic factors are not well understood 
but the disease considered some cases 
form sympathetic ophthalmia. The consensus 
that virus the principal cause, but some inves- 
tigators believe due hypersensitivity. Recently, 
the case Cogan’s syndrome, there have been 
suggestions similarity the syndrome periar- 
teritis nodosa, was emphasized report 
Boyd 1956.' Although the disease was considered 
rare, that there were only cases reported 
1953, more and more have been observed and 


Presented before the Section on Ear, Nose and Throat at the 86th 
Annual Session the California Medical Association, Los Angeles, 
April 28 to May 1, 1957. 
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Nerve deafness (bilateral) 
Engorgement ciliary vessels the eye.. 
Labyrinthine 
Alopecia 
Vitiligo 
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TABLE 1.—Comparison Symptomatology Syndrome with that similar conditions 


Anterior segment 


five cases were reported San Francisco alone 
one year.” 


The points similarity and differences between 
the entities described are shown Table Vertigo, 
tinnitus, bilateral nerve deafness, pain the eyes 
and engorgement the ciliary vessels the eye 
are common all three syndromes. Also, labyrin- 
thine function depressed variable degree 
all three. Only uveitis, alopecia and vitiligo 
there definite distinction between the disease en- 
tities. Hence the conjecture that they are probably 
variants similar pathologic process. 


Because the nature the disease, in- 
terest note the possible effect the admin- 
istration corticotropin. 


REPORT CASE 


21-year-old woman student had diarrhea. Then 
acute infection the upper respiratory tract, with 
sore throat and earache, developed within few 
days. Upon treatment physician, the earache 
subsided but dizziness and impairment hearing 


then developed and the patient was referred 
otologist. 


The patient complained pronounced impair- 
ment hearing, pulsating tinnitus, dizziness and un- 
steadiness gait, moderate coryza and slight 
change the voice. Upon examination, the presence 
serous fluid the right middle ear was noted and 
there was considerable engorgement vessels 
the left drum membrane. Audiograms showed pro- 
found bilateral loss hearing nerve impairment 
type all frequencies between and decibels. 
responses bone conduction tests were obtain- 
able. Right myringotomy and aspiration was done 


Vogt-Koyanagi Harada’s Cogan’s 
Depressed 


Posterior segment 
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but there was very little improvement. Audiograms 
about week later showed improvement 
hearing. 

Edema the eyelids having developed during this 
period, the patient was referred ophthalmolo- 
gist, who noted pronounced photophobia and slight 
bilateral loss vision with considerable edema 
the left lids and conjunctiva. Mild iritis was present. 
disease the retina was observed. Hydrocor- 
tisone. drops were used topically and Meticorten® 
was given mouth (0.5 mgm. tablets, four times 
day for three days). Three days later, the swelling 
was less than before the left eye but greater 
the right. Photophobia persisted. 

The patient was later referred neurologist, 
who reported neurological evidence that the im- 
pairment hearing might owing space- 
occupying lesion the central nervous system. 

the course extensive examination three weeks 
later, the patient was seen three otologists and 
three ophthalmologists. addition, several neu- 
rologists were called consultation. part the 
examination, she had testing labyrinthine 
mechanism using caloric tests and there was 
response this testing either ear. During the 
three weeks hospitalization, the following were 
carried electroencephalogram, hemogram 
and sedimentation rate, fasting blood sugar and 
nonprotein nitrogen determinations, Kolmer test, 
and determination the protein content the 
spinal fluid. None showed evidence deviation from 
normal. Virus studies were negative for the entire 
virus panel. 

The thresholds obtained audiometry were 
checked psychogalvanic skin response and were 
found consistent and speech test results were 
consistent with pure tone test results. 

During the three weeks the patient was hos- 
pital, both topical and systemic steroid therapy were 
continued. The ocular symptoms improved drama- 
tically but the hearing only slightly. 

The improvement which was noted almost im- 
mediately the ocular symptoms 
owing the fact that Meticorten therapy was begun 
almost the onset this particular case. inter- 
esting note that the symptoms involving the eighth 
nerve were not appreciably affected the oral 
cortisone therapy. 


When last examined some six months after the 
onset the disease, the patient was considerably 
improved with regard general condition. The 
symptoms referable the eyes had completely sub- 
sided and the hearing was slightly improved. 


SUMMARY 


case, which suggested possible variant 
Vogt-Koyanagi syndrome, points similarity be- 
tween that condition, Harada’s disease, Cogan’s 
syndrome and uveo-encephalitis were noted, and the 
suggestion was reaffirmed that these are probably 
variance similar disease. The exact etiologic 
process not known but the possibility virus 
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origin plus hypersensitive state suggested. Ster- 
oid therapy was employed throughout this case. 
Pronounced improvement and ultimate cure ocu- 
lar symptoms occurred but symptoms relative 
the eighth nerve were not much improved. 

406 North San Mateo Drive, San Mateo. 
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Auto-Sensitization Erythrocytes 


HENRY HENSTELL, M.D., and 
MIRIAM KLIGERMAN, 8B.S., Los Angeles 


THE CLINICAL SYNDROME characterized painful 
ecchymosis with erythrocyte sensitization was 
described Gardner and Diamond! 1955. 
recently observed case which corresponded with 
their description. With the exception two possible 
cases reported 1921, the four cases 
reported Gardner and Diamond are the only cases 
this syndrome the literature.* 


CASE HISTORY 


40-year-old woman, first observed March 
1956, for treatment large, painful area 
ecchymosis the right popliteal area, gave history 
occasional development ecchymotic lesions, 
mostly the extremities and sometimes across the 
shoulders. Pain deep the muscles subcutaneous 
pain usually preceded appearance the lesions, 
and little trauma was associated with them. 

1947 pain developed the right shoulder. 
was diagnosed arthritic and was treated with 
heat. December 1950, painful areas developed 
the shins and there was recurrence the shoulder 
pain. March and April 1951, during episode 
“flu,” the patient noted generalized aches and 
especially pain the wrists and forearms. pur- 
puric eruption over the right wrist ensued. She also 
noted profuse bleeding from even slight cuts. Biopsy 
specimens skeletal muscle and skin were removed 
and when examined interstitial myositis, periangiitis, 
edema the dermis and endothelial proliferation 


*Since this report was prepared, additional cases have been reported 
(Gottlieb, M., Stupniker, S., Sandberg, H., and Woldow: Erythro- 
cyte auto sensitization, Am. Med. Sci., 233:196-203, 1957. 
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were observed. These changes were consistent with 
collagen disease but definite diagnosis sclero- 
derma dermatomyositis could not made. 
that time the hemoglobin content was 13.7 gm. per 
100 blood and erythrocytes numbered 5,000,- 
000 per cu. mm. Packed cell volume was per cent 
the whole blood. Leukocytes numbered 6,400 per 
cu. mm.—68 per cent polymorphonuclear, per 
cent lymphocytes and per cent monocytes. The 
sedimentation rate was mm. one hour (cor- 
rected Wintrobe). Bleeding time was minutes, 
clotting time minutes seconds and prothrombin 
concentration per cent. The bone marrow showed 
increased erythropoiesis. abnormality was noted 
the urine. 


May 1954, the patient was put the hospital 
because severe abdominal pain and diarrhea. 
Salmonella Kentucky was found the stool. The 
hemoglobin content was 11.6 gm. per 100 cc. 
blood and erythrocytes numbered 4,340,000 per cu. 
mm. The leukocyte content was 6,100 per cu. mm. 
and per cent were polymorphonuclear cells. Up- 
per gastrointestinal, small bowel and barium enema 
x-ray studies showed abnormalities. 


February 1955 hysterectomy was done for the 
removal uterine fibroid tumors. 


Pain and bruising the extremities continued, 
and January 1956, many ecchymotic lesions de- 
veloped about the right elbow and forearm. The 
patient also had pain the right thumb. Wrist drop 
ensued. diagnosis was made paresis the ulnar 
and radial nerves due compression hemor- 
rhage. Prothrombin, bleeding and clotting times 
were normal. There was improvement the course 
five days but the area continued very 
painful. 

The patient also had acute episodes nausea 
with unproductive retching irregular intervals, 
which seemed unrelated diet. These attacks were 
one two days’ duration and did not respond 
Dramamine® Bonamine® 
(meclizine hydrochloride) Emetrol.® The patient 
had episodic pain the middle lower abdominal 
region which was not related the nausea and 
which responded antispasmodics. 


There was history recurring cystitis, over 
period years, which responded Gantrisin® 
(sulfisoxazole). Keratoconus was noted both 
eyes. 

When the patient was examined March 1956, 
the packed cell volume was per cent the whole 
blood. Platelets numbered 600,000 per cu. mm. 
abnormality was noted the bone marrow. The 
blood sedimentation rate was mm. one hour 
(Westergren). Recalcified clotting time was min- 
utes seconds. Prothrombin concentration was 
per cent, prothrombin consumption per cent, Fac- 
tor 112 per cent and Factor VII per cent. 
Fibrinogen content was 367 mg. per 100 cc. 
abnormalities were observed the stools, examined 
three 

The long history painful ecchymosis suggested 
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the possibility auto-sensitization erythrocytes. 
Tests for auto-sensitization were made two occa- 
sions. Venous blood was drawn and 0.1 ml. was 
promptly injected intradermally. two days small 
hemorrhagic area had appeared the skin about 
the site the injection. Two weeks later 0.1 ml. 
packed red cells from the patient’s blood which had 
been heparinized and washed was injected intrader- 
mally. Within several hours hemorrhagic area 
little more than inch diameter appeared 
around the site the injection. Two days later 
was slightly smaller and the center was densely 
hemorrhagic. There was reaction injection 
saline solution. 


DISCUSSION 


the four cases auto-sensitivity erythro- 
cytes reported Gardner and the initial 
onset the painful ecchymosis was preceded 
trauma and extravasation blood. the patient 
reported upon herein, history initial trauma 
was elicited. The Factor VII deficiency found 
one occasion suggests that sensitization could result 
from extravasation blood due clotting defects. 
Three the patients reported upon Gardner and 
Diamond had episodes abdominal pain, did 
the patient the present case, who also reported 
nausea and unproductive retching. appears that 
the syndrome auto-sensitivity erythrocytes 
should included among those considered the 
differential diagnosis abdominal pain. 

the present case the changes noted specimens 
skin and skeletal muscle were suggestive colla- 
gen disease but positive diagnosis could not 
made. 

Gardner and Diamond! reported that attempts 
desensitize patients intradermal injections 
whole blood, erythrocytes stroma were unsuc- 
cessful, One two patients who had splenectomy 
had remission for three years. One patient had some 
remission pain when cortisone acetate was taken 
mouth. 

Since there apparent treatment for disease 
this type, none was attempted the present case. 

positive diagnosis auto-sensitivity erythro- 
cytes can made quickly and easily intradermal 
injection red cells from the patient’s blood. 


SUMMARY 


case painful ecchymosis with concomitant 
abdominal pain and nausea, due auto-sensitization 
erythrocytes reported. 

4751 Fountain Avenue, Los Angeles 29 ( Henstell) . 
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Industrial Medical Fees 


THE FIRST THIS MONTH the physicians Cali- 
fornia began receiving increased fees for treating 
patients injured industrial accidents. While most 
the items the industrial fee schedule will re- 
main unchanged, several increases have been ap- 
proved the Industrial Accident Commission, 
principally those dealing with visits the home, 
hospital office. 

addition, several other items have been re- 
worded clarified remove ambiguous interpre- 
tations. 

Copies the new industrial schedule have been 
mailed all C.M.A. members. The insurance indus- 
try supplying its members with additional copies, 
and other groups are looking out for their own 
copies. all, about 30,000 copies have been 
soon will the hands physicians, insurance 
agents and other interested parties throughout the 
state. 

Adoption the new schedule marks the third 
upward revision industrial medical and surgical 
fees the past seven years. The former schedule 
went into effect the fall 1954 and the one pre- 
vious that became effective late 1950. 

addition representing the third fee adjust- 
ment seven years, the new schedule shows the 
result some long and arduous committee work 
the C.M.A. and the acceptance the Industrial Ac- 
cident Commission and the insurance carriers 
the principle periodic reopening this subject 
means keeping the schedule date. 

Prior the adjustments made 1950, the course 
industrial medical and surgical fees Califor- 
nia presented rather sorry history. The original 
schedule was made 1912, when the average 
wage the workmen covered the then new in- 
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dustrial insurance laws was estimated $1,000 
year. that basis, the fee for follow-up office 
visit was set $1, that being the amount estimated 
what the physician would expect receive from 
patient with the same annual income. 

1921, when wages had risen, the follow-up 
office visit fee was raised $1.25, still the same 
theory ability pay. 

Thereafter the fee schedule remained untouched 
until 1941, when the California Medical Association 


asked the Industrial Accident Commission in- 


crease fees the entire schedule. The Commission, 
that time three-man group, held one two pub- 
lic hearings and took the application under advise- 
ment. That procedure generally enough kill 
such application but the commission went one 
step further and appointed ten-man “study com- 
mittee” which was called upon look into the entire 
subject medical and surgical fees and bring 
recommendations back the commission. 

The study committee remained office for more 
than four years, during which time held numerous 
meetings, all devoted philosophical discussions 
how medical and surgical fees for injured workmen 
could best determined. Finally, 1946, in- 
creased fee schedule was adopted the commis- 
sion, the first formal increase years. This sup- 
planted increase per cent which the insur- 
ance carriers had voluntarily approved and paid 
during the war years. While the voluntary increase 
was welcome the medical profession, was 
adopted basis where the carriers had, all 
times, the right withdraw it. The official 1946 fee 
schedule did away with the wartime voluntary in- 
crease and put the fee schedule basis where 
commanded the official recognition insurance car- 
riers, physicians and state officials alike. 

unofficial part the 1946 fee schedule revi- 
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sion was the agreement between all parties that the 
entire schedule should subject review bi- 
ennial periods. This agreement was not written into 
the schedule into the official records the Indus- 
trial Accident Commission but was thoroughly 
understood all who participated the study 
committee deliberations. 

When two years had elapsed after adoption the 
1946 fee schedule revision, there was great reluc- 
tance the part all but the physicians reopen 
the matter. However, the C.M.A. did secure re- 
opening filing application with the Commis- 
sion for reconsideration specified fees. Follow- 
ing long hearings and much discussion, the 1950 
version the schedule emerged official docu- 
ment the commission. 

Then followed the 1954 schedule, based upon 
specific act the state Legislature which gave the 
commission detailed authority promulgate fee 
schedule and use basis for determining the 
fairness medical and surgical fees. This act over- 
came objection previously made commission 
members that they had specific legal authority 
set medical and surgical fees. Under that objec- 
tion, fee schedules were approved the commis- 
sion only when they represented joint agreement 
between the medical profession and the insurance 
carriers. 

The adoption the new 1957 schedule thus 


September 1957 
Dear Doctor Wilbur: 


After reading the September Newsletter, feel 
constrained write views you the question 
relations between organized medicine and organ- 
ized labor. begin with, the two types organiza- 
tions are entirely different, readily apparent 
when one compares the “Four Basic set 
forth the Letter, showing the relations between 
our organization and its members, with the high- 
handed, dictatorial manner which labor unions 
order their members. 


contend that because this difference our or- 
ganization should not negotiate with labor unions 
all about anything. Already are more and more, 
individual practitioners, having deal with and 
through union offices caring for our patients, 
whether for work-connected other ailments being 
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Letters the Editor... 


marks the second time that the Industrial Accident 
Commission has adopted fee its own 
initiative, following public hearings. also marks 
the second time that recognition has been given 
the 1946 informal agreement relative reopening 
the schedule two-year intervals. 

The Committee Fees, subcommittee the 
Commission Medical Services, merits the thanks 
the entire medical profession for its skilful han- 
dling the fee schedule reopening and its success- 
ful conclusion its case. its actions the fees for 
medical and surgical services industrial accident 
cases have been brought closer the norm for gen- 
eral medical and surgical fees California. Like- 
wise, obvious that many physicians who have 
heretofore avoided industrial cases because the 
low level fees will now see their way clear 
accept these cases and provide the services neces- 
sary. 

The committee also due our thanks for staying 
with the problem and securing periodic reopening 
the industrial fee schedule. With such reopenings, 
apparent that industrial fees may kept 
consonance with the economy the state and 
balance with the fees normally expected from the 
general population. The profession will watch with 
interest for future considerations these fees, 
the knowledge that the principles now established 
may called upon the years come. 


treated. The thing that this trend will lead easy 
foresee and too fearful contemplate. Are not 
quite united behind the idea prepaid medical care 
based upon the insurance principle, while the unions 
state unequivocally that they are “unalterably op- 
posed the insurance principle?” And not in- 
surance people, with their greater knowledge the 
workings these plans agree with us, that first- 
dollar coverage both impractical and uneco- 
nomic? Therefore, why should become involved 
with unions our detriment and that our pa- 
tients? 

voluntary organization dedicated profes- 
sional betterment and public service, not take 
any stand political issues. Neither should feel 
have recognize labor unions just because our 
government does. even recognizes Russia! 


Yours, 
M.D. 


CALIFORNIA MEDICINE 


q 
q 
| 


MEDICAL ASSOCIATION 


Executive Committee Minutes 


Tentative Draft: Minutes the 265th Meeting 
the Executive Committee, San Francisco, Sir 
Francis Drake Hotel, August 14, 1957. 


The meeting was called order Chairman 
Heron the Cypress Room the Sir Francis 
Drake Hotel, San Francisco, Wednesday, August 
14, 1957, 4:00 p.m. 


Roll Call: 

Present were President MacDonald, President- 
Elect West, Council Chairman Lum, Speaker Doyle, 
Auditing Committee Chairman Heron, Secretary 
Daniels and Editor Wilbur. quorum present and 
acting. 

Present invitation were Messrs. Hunton and 
Thomas C.M.A. staff and Doctors Francis Cox 
and Joseph Sadusk, Jr. 


Membership: 


(a) motion duly made and seconded, de- 
linquent members whose dues had been received 
since the preceding Council meeting were voted 
reinstatement. 


(b) motion duly made and seconded each 
instance, six applicants were elected Associate 
membership. These were: Forest Krawcaw, Elmer 
Shabart, Alameda-Contra Costa Vittorio 
Arcadi, San Luis Obispo County; William 
Bellew, Santa Clara County; George Northrup, 
Santa Cruz County, and Hoctor, Ventura 
County. 


Survey Association: 


Discussion was held proposals submitted 
two business management firms for survey the 
Association’s office and structure. was agreed 
seek proposal from third firm and ask one 
the first two broaden the scope its proposal. 


Mr. Hunton reported that the Association has just 
been able secure little additional office space 
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but that further expansion was impossible the 
foreseeable future. the same time, another pro- 
fessional organization offering its property for 
sale due its own need for expansion. Mr. Hunton 
was instructed secure further details about the 
available property that the Council might con- 
sider this possibility. 


Commission and Committee Appointments: 


(a) motion duly made and seconded, was 
voted suggest the Council that Doctor 
Gordon MacLean named chairman the Com- 
mission Medical Services for the balance the 
year, succeed the late Hollis Carey. 


(b) motion duly made and seconded, was 
voted suggest the Council the appointment 
Doctor Omer Wheeler member the Com- 
mittee State Medical Services. 


Blood Banks: 


Doctor MacDonald reported that there was some 
dissatisfaction with some blood banks over their 
policy discouraging replacement blood drawn 
and that possible public relations repercussions 
might result from this policy. was agreed ask 
Doctor Andrew Henderson, Jr., chairman the 
Committee Blood Banks, present this matter 
the Council its next meeting. 


FRANK MacDONALD, M.D. President 
FRANCIS WEST, M.D. President-Elect 
JAMES DOYLE, M.D. Speaker 


NORMAN O'NEILL, M.D. 

DONALD LUM, M.D. 

ALBERT DANIELS, M.D. Secretary-Treasurer 

IVAN HERON, M.D. Chairman, Executive Committee 

DWIGHT WILBUR, M.D. Editor 

JOHN HUNTON Executive Secretary 
General Office, 450 Sutter Street, San Francisco 


CLANCY 


Vice-Speaker 
Council Chairman 


Director Public Relations 


Southern California Office: 
417 South Hill Street, Los Angeles 13 * Phone MAdison 6-0683 
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Student Health Services: 

Doctor MacDonald reported that the Sacramento 
Junior College planning the start student 
health service, using employed physicians. urged 
that C.P.S. asked cooperate providing 
free choice physician service these schools. 

Physicians’ Benevolence Corporation: 

Doctor MacDonald reported that some members 
the Woman’s Auxiliary were expressing doubts 
about the functioning the Physicians’ Benevol- 
ence Corp. and that had been asked report 
the fall Board meeting the auxiliary this sub- 
ject. was agreed that article should prepared 
for publication the Courier explain the entire 
operation. 

Tuberculin Testing: 

Doctor Daniels reported that the California Tu- 
berculosis and Health Association, conjunction 
with the Public Health Service, was planning 
tuberculin testing study, with San Diego County 
selected the test area, and was seeking C.M.A. 
approval. motion duly made and seconded, 


Postgraduate Education Courses for 1958 Annual Session 


was voted approve this study, provided met 
with the approval the county society. 
Physicians and Schools: 

Doctor Daniels reported that the A.M.A. Confer- 
ence Physicians and Schools would held 
Highland Park, the fall. asked that 
the Association plan send Doctor Oliver Byrd 
Stanford, Mr. Thomas and Doctor Daniels this 
meeting. motion duly made and seconded, was 
voted follow this suggestion. 

Medical Review and Advisory Board: 

Doctor Joseph Sadusk, Jr., chairman the 
Medical Review and Advisory Board, gave prog- 
ress report the board’s activities and stated that 
meeting would held September and 
report made the Council the following day. 
Adjournment: 


There being further business come before 
it, the meeting was adjourned 9:25 p.m. 


Ivan Heron, M.D., Chairman 
ALBERT M.D., Secretary 


INNOVATION C.M.A. meetings being planned for the 1958 Annual 
Session. proposed offer three postgraduate education courses hours 
each connection with the scientific meetings. They will given from a.m. 
until noon, Monday, Tuesday and Wednesday, April 30. expected 
that official credit would given for these courses. 

now planned, each the three medical schools Southern California 
would put course three hours daily for the four days the meeting. 

Present plans call for University Southern California handle course 
liver U.C.L.A. Medical School would present course abdominal 
pain and College Medical Evangelists would take charge series 


management trauma. 


planned make admission charge for these courses, although the 


full details remain worked out. 


Further announcements will made when plans are completed. 
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Died Modesto, August 27, 1957, 
aged 42, injuries received automobile accident. 
Graduate the University Kansas School Medicine, 
Lawrence-Kansas City, 1940. Licensed California 
1945. Doctor Barnhill was member the Stanislaus 
County Medical Society. 


Homer Died Ontario, August 1957, aged 
96. Graduate the University Vermont College Medi- 
cine, Burlington, 1886. Licensed California 1919. 
Doctor Bogue was retired member the San Bernardino 
County Medical Society and the California Medical Asso- 
ciation, and associate member the American Medical 
Association. 


STERLING. Died San Francisco, August 20, 
1957, aged 75, heart disease. Graduate the University 
California School Medicine, Berkeley-San Francisco, 
1908. Licensed California 1908. Doctor Bunnell was 
member the San Francisco Medical Society. 


Burc, Frep Died Fresno, August 1957, aged 41, 
coronary occlusion. Graduate the University Okla- 
homa School Medicine, Oklahoma City, 1939. Licensed 
California 1940, Doctor Burg was member the 
Fresno County Medical Society. 


Craven, Died Los Angeles, August 18, 
1957, aged 74, angina pectoris. Graduate the Univer- 
sity Minnesota Medical School, Minneapolis, 1914. 
Licensed California 1924, Doctor Craven was mem- 
ber the Los Angeles County Medical Association. 

Guy. Died August 1957, aged 68. 
Graduate McGill University Faculty Medicine, Mon- 
treal, Quebec, Canada, 1914. Licensed California 
1929. Doctor Dalpe was member the Los Angeles 
County Medical Association. 


Harry Died Santa Barbara, August 
1957, aged 81. Graduate Hahnemann Medical College 


the Pacific, San Francisco, 1904. Licensed California 
1919. Doctor DeVigne was retired member the Los 
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Angeles County Medical Association and the California 
Medical Association, and associate member the Amer- 
ican Medical Association. 


ARTHUR STANLEY. Died Los Angeles, August 
14, 1957, aged 76, injuries received traffic collision. 
Graduate Rush Medical College, Chicago, 1909. Licensed 
California 1911. Doctor Granger was member the 
Los Angeles County Medical Association. 


Horst, Died Long Beach, August 15, 1957, 
aged 68, cerebral thrombosis. Graduate Washington 
University School Medicine, St. Louis, Missouri, 1913. 
Licensed California 1926. Doctor Horst was member 
the Los Angeles County Medical Association. 


Joun Died Los Angeles, August 1957, 
aged 89. Graduate the College Physicians and Sur- 
geons Baltimore, Maryland, 1896. Licensed California 
Doctor Naughton was retired member the Los 
Angeles County Medical Association and the California 
Medical Association, and associate member the 
American Medical Association. 

Hunt. Died San Jose, September 
1957, aged 78. Graduate Rush Medical College, Chicago, 
Licensed California 1920. Doctor Shepard was 
retired member the Santa Clara County Medical Society 
and the California Medical Association, and associate 


member the American Medical Association. 


Died June 13, 1957, aged 
55. Graduate Rush Medical College, Chicago, 1928. 
Licensed California 1928. Doctor Smolt was retired 
member the Ventura County Medical Society and the 
California Medical Association, and associate member 
the American Medical Association. 


Younc, Died San Francisco, August 17, 1957, 
aged 61. Graduate the University California School 
Medicine, Berkeley-San Francisco, 1928. Licensed 
fornia 1928. Doctor Young was member the Yuba- 
Sutter-Colusa Medical Society. 
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Annual Meeting 


Ambassador Hotel 
LOS ANGELES 


April April 30, 1958 


Papers for Presentation 


you have paper that you would 
like have considered for presenta- 
tion, should submitted the 
appropriate section secretary (see list 


this page) later than November 
1957. 


Scientific Exhibits 


Space available for scientific 
exhibits. you would like present 
exhibit, please write immediately 
the office the California Medical 
Association, 450 Sutter Street, San 
Francisco for application forms. 
given consideration the Commit- 
tee Scientific Work, the forms, com- 
pletely filled out, must the office 
the California Medical Association 
later than December 1957. (No 
exhibit shown 1957, and indi- 
vidual who had exhibit the 1957 
session, will eligible until 1959.) 


SCIENTIFIC PAPERS 
SCIENTIFIC EXHIBITS 
PLANNING MAKES PERFECT 
EARLY START HELPS 


CALIFORNIA MEDICAL ASSOCIATION 


SECRETARIES SCIENTIFIC SECTIONS 


2940 Summit Street, 


Albert Rowe, Jr. 


2558 Fourth Avenue, San Diego 


DERMATOLOGY AND SYPHILOLOGY Daniel Perry 
2200 Santa Monica Boulevard, Santa Monica 


EAR, NOSE AND THROAT Walter Heck 
Stanford University Hospitals, San Francisco 


300 Homer Avenue, Palo Alto 


1033 Gayley Avenue, Los Angéles 


GENERAL 


Edwin Clausen 
418 30th Street, Oakland 9 


INDUSTRIAL MEDICINE AND SURGERY Leonard Yamshon 
224 North Serrano Avenue, Los Angeles 


450 Sutter Street, San Francisco 


Allen Hinman 


OBSTETRICS AND GYNECOLOGY Donald Nelson 
2439 Ocean Avenue, San Francisco 


ORTHOPEDICS Floyd Jergesen 
384 Post Street, San Francisco 


PATHOLOGY AND BACTERIOLOGY Leslie Grams 
O'Connor Hospital, San Jose 


1650 Walnut Street, Berkeley 


6360 Wilshire Boulevard, Los Angeles 


PSYCHIATRY AND 
5636 Berkshire Drive, Los Angeles 


Elinor Ives 


241 North Figueroa Street, Los Angeles 


405 North Bedford Drive, Beverly Hills 


Ray Atkinson 
401 29th Street, 
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Public Relations 


THE PRIMARY purpose Auxiliary’s public re- 
lations program help the public large under- 
stand the functions, policies and aims the medical 
profession. One phase the work delegated 
promote educational and service activities re- 
lating health and medical care. Another make 
each Auxiliary member aware her responsibility 
ambassador good will for the medical pro- 
fession her daily contacts. Thus, collectively and 
individually, the Auxiliary helps mold public opin- 
ion for the improvement the health the people 
and the medical service. 


There doubt that the heart the public re- 
lations program planning. broad field. 
isn’t something which can accomplished sin- 
gle program project; it’s “everything do, 
fail do; our every act, and word and attitude 
which creates impression the public.” takes 
all working together most effective 
accomplishing this end. 

California, with the largest Auxiliary the 
United States, has contributed its share the long 
list Auxiliary accomplishments the field pub- 
lic relations. Nurse recruitment far our most 
effective public relations project. The auxiliaries 
sponsor over ninety Future Nurse Clubs, excellent 
record when one realizes that there are 154 such 
clubs California, 138 them receiving aid from 
our nurse recruitment program. This past year alone 
228 nursing scholarships were given: 

the year 1956-57 the Auxiliary contributed 
$7,639.68 the American Medical Education Foun- 
dation. Twenty-four auxiliaries reported 2,437 re- 
newals Today’s Health and 628 new subscriptions 
subscriptions all. Sixteen counties are 
active Civil Defense. have active and alert 
legislative program. Yes, all this public relations. 

This year the National Auxiliary hopes that each 
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state and county Auxiliary will (1) review its ob- 
jectives and the relation its activities it, (2) 
build closer working relationship with its medical 
society, through orientation program the ob- 
jectives the A.M.A. and the Auxiliary and through 
the partnership approach public service projects; 
and (3) explore and try out some the newer 
methods for understanding how groups work and 
solve problems together. 

Perhaps the best public relations for the medical 
profession done when physicians’ wives serve 
health boards their own community. Although 
wife serving may not directly representing the 
Auxiliary, she nevertheless liaison between the 
two groups. Each physician’s wife power her- 
self promoting public relations. can truthfully 
said that public relations every member’s re- 


sponsibility, what she does with her spare time, 


how she meets people answers the telephone, 
conversation among friends and her work 
citizen, church club member. All these have 
direct bearing promoting understanding between 
the medical profession and the public. 

The program and projects the Auxiliary are 
value unless their influence reaches the local level. 
Our contribution the health the community 
creates our public relations. 

start our Auxiliary year for 1957-58 
should strive remember that are working 
community service group, that can our most 
productive work under the direct guidance the 
Medical Association, and that must continually 
reevaluate our accomplishments help judge 
whether are carrying out our objectives. con- 
cur with our national president that “health 
joint endeavor,” and shall strive the means 
outlined above make our organization service 
society and thus the medical profession. 

Mrs. OFFIELD 


President, Woman’s Auxiliary the 
California Medical Association 
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NEWS NOTES 


NATIONAL STATE COUNTY 


ALAMEDA 


Dr. Alvin Leonard, formerly for eight years assistant 
public health director for San Diego County, last month be- 
came public health director for the City Berkeley. 
will also serve clinical professor public health the 
University California School Public Health. 


His resignation from the San Diego department was ac- 
cepted with expression regret Dr. Askew, director 
the department. 


FRESNO 


The annual meeting the California School Health 
Association will held November and the Hacienda 
Motel Fresno. The meetings will open administra- 
tors, teachers, school health personnel, members local pub- 
lic health departments, presidents and health directors 
P.-T.A. districts, members voluntary health agencies and 
other persons interested. 


LOS ANGELES 


second contribution, this one for $42,986, from the estate 
the late Cora Hodkinson the Cancer Detection 
Clinic Los Angeles was accepted last month the Can- 
cer Prevention Society, which sponsors the clinic. Earlier 
contribution $50,000 was received. Mrs. Hodkinson, who 
died 1954, was the widow physician, Dr. William 
Hodkinson, who died 1923. 


* * * 


four-day meeting the Western Division the 
American Psychiatric Association held Los 
Angeles conjunction with the West Coast Psychoanalytic 
Societies, November through 24. 


Papers presented the meeting, which will held 
the Hotel Statler, will grouped into the following cate- 
gories: Group Psychotherapy, Experimental Psychiatry, Psy- 
chosomatic Medicine, Hospitals, Drugs, Individual Psycho- 
therapy, Social Psychiatry, Child Psychiatry, and Psycho- 


analysis. 
* a * 


Dr. Clarence Dail, San Gabriel, was elected vice- 
president the American Academy Physical Medicine 
and Rehabilitation the meeting the organization last 
month Los Angeles. The newly elected president Dr. 


Grants totaling $25,900 were made recently the Reiss- 
Davis Clinic for Child Guidance, Los Angeles the 
Public Health Service. Twelve thousand dollars the total 
will used the training four residents child psy- 
chiatry from the Veterans Administration Hospital Brent- 
wood and another $12,000 will used give field training 
four graduates clinical psychology University 
Southern California and University California Los 
Angeles. 
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Representatives mental health committees all 
state medical associations will gather Chicago No- 
vember and for conference sponsored the Amer- 
ican Medical Association, the fourth annual meeting this 
type. 

Topics for discussion have been announced including 
(1) “The Role the General Practitioner Relation 
the Specific Psychiatric Case,” (2) “The Blue Cross-Blue 
Shield Plans for the Psychiatric Patient,” (3) “Relationship 
the Psychiatrist Private Practice the General Hos- 
pital His Community,” and (4) “Psychiatric and Related 
Mental Health Problems Industry.” 

The California Medical Association will represented 
this conference the chairman the Committee 
Mental Health, Dr. Matthew Ross Beverly Hills. Dr. Ross 
seeking the views all C.M.A. members the topics 
listed for discussion and would appreciate hearing from any 
member who has material ideas suitable for presentation 
this conference. Communications should sent him 
360 North Bedford Drive, Beverly Hills. 


* * * 


Eight grants aid cancer research totaling $96,334, 
divided among projects nine California physicians, were 
announced recently the California Division the Amer- 
ican Cancer Society. 


Dr. Daniel Mazia, University California, was awarded 
$20,245 study cell growth and reproduction. grant 
$18,280 was made Dr. DeOme and Dr. Howard 
Bern for study precancerous conditions the breast 
mice. Also Dr. Harold Tarver received $10,007 
study the breakdown protein and award $4,091 for 
research amino acids was made Dr. John Neilands. 


Two Stanford University research men were given grants. 
Dr. Hubert Loring got $12,621 study trace metals 
viruses, and Howard Pattee got $9,609 experiment 
with x-ray microscopy biological material. 

Freedlander Mount Zion Hospital, San Fran- 


cisco, was awarded $7,881 test chemical compounds that 
may slow down halt cancer. 


Dr. Albert Baez the University Redlands received 
$8,600 for microchemical analysis biological specimens. 
Dr. Benjamin Stimmel the Rees-Stealy Clinic San 
Diego was given $5,000 study hormonal patterns. 


* * 


The Arizona Division the American Cancer Soci- 
ety, collaboration with the Arizona Medical Association, 
will again host cancer seminars held Tucson, 
January 27, 1958, the Tucson-Bagdad Inn. The meet- 
ing will include lectures Dr. Arthur Purdy Stout, patholo- 
gist New York City, Dr. Ross Golden, radiologist Los 
Angeles, Dr. Axel Arneson, gynecologist St. Louis, Dr. Ian 
Macdonald, surgeon Los Angeles, Dr. Barrett Brown, plas- 
tic surgeon St. Louis, Dr. Cornelius Lehman, dermatolo- 
gist.of.San Antonio, Mr..Dale. Trout, physicist General 
Electric Co., Milwaukee, Harold Diehl, the new 
medical and research director the American Cancer 


Society. 
* * * 


The American Foundation for Allergic Diseases offering 
postdoctoral fellowships two years each research 
and clinical allergy. The stipend for the first year $4,500 
and for the second year $4,750, plus allowance for laboratory 
and travel expenses. 


Candidates must graduates approved medical schools 
and must have completed one two years the graduate 


CALIFORNIA MEDICINE 


q 

| 

q 

q 

q 

| 

1 

q 

q 


training required preliminary certification the 


Boards Internal Medicine Pediatrics; they are divide 


their time between research and clinical training, and the 


second year per cent candidate’s time might 


devoted teaching. The respective institutions have taken 
the necessary steps have this training credited toward the 


sub-specialty allergy the Board Internal Medicine 


and the Board Pediatrics. 


Requests for applications should sent directly 
one the following, whose field the candidate would like 


work: Dr. Colin MacLeod, professor research medi- 
cine, University Pennsylvania, 820 Maloney Clinic, 36th 


and Spruce Streets, Philadelphia Dr. Herman Eisen, 
professor medicine Washington University 
School Medicine, 600 South Kingshighway, Saint Louis 10. 


Applications should filed later than December 15. 


POSTGRADUATE 
EDUCATION NOTICES 


THIS BULLETIN the dates postgraduate education 
programs and the meetings various medical organ- 
izations California supplied the Committee 
Postgraduate Activities the California Medical Asso- 
ciation. order that they may listed here, please 
send communications relating your future medical 
surgical programs to: Mrs. Margaret Griffith, Director, 
Postgraduate Activities, California Medical Association, 
417 South Hill Street, Los Angeles 13. 


UNIVERSITY CALIFORNIA LOS ANGELES 


Dermatology. Friday and Saturday, October and 26. 
Sixteen hours. Fee: $50.00 (includes dinner). Guest 
speakers: Richard Sutton, Jr., M.D., University 
Kansas; Rudolph Baer, M.D., New York University 
Postgraduate Medical School; Walter Shelley, M.D., 
University Pennsylvania. 


Aviation Medicine. Thursday, Friday and Saturday, Oc- 
tober 31, November and Twenty-one hours. Fee: 
$65.00 (includes lunch and dinner). 


Removal Foreign Bodies Lung and Bronchi. 
Limited students. Saturday and Sunday, Novem- 
ber and Nine hours. Fee: $100.00. 


Photomicrography. Mondays, November through De- 
cember Twelve hours. Fee: $30.00. 


Ear, Nose and Throat. Friday and Saturday, November 


Surgical Anatomy. Mondays, November through Feb- 
ruary Twenty hours. Fee: $80.00. 


Arthritis and Rheumatism. Wednesday, January 15, 
1958. Nine hours. Fee: $30.00. 


Contact: Thomas Sternberg, M.D., Assistant Dean for 
Postgraduate Medical Education, U.C.L.A., Los An- 
geles 24. BRadshaw 2-8911, Ext. 202. 


announced. 
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UNIVERSITY CALIFORNIA, SAN FRANCISCO 


Course General Surgery. Monday Friday, October 
25. Thirty-five hours, Fee: $75.00. 


Tumors Childhood, Children’s Hospital. Saturday, 
November Seven hours. Fee: $12.50. 


Symposium Cardiovascular Disease. Santa Rosa, 
Wednesday, November 20. Seven hours. Fee: $15.00. 


Ocular Manifestations Systemic Disease. Wednes- 


Physical Medicine. Friday and Saturday, December 
and Fourteen 


Clinical Cardiovascular Physiology. Friday Sunday, 
December 15. Fourteen hours. Fee: $30.00. 


Ophthalmoscopy General Practice and Pediatrics. 
Wednesday and Thursday, January and 16, 1958. 
Fourteen 


Postgraduate Dermatology Clinic. Friday and Satur- 
day, January and 18, 1958. Fourteen 


Children’s Hospital Medical Seminars. Saturdays, 
January and March 29, 1958.* 


Patho-Physiology the Gastrointestinal Tract. Mon- 
day and Tuesday, January and 28, 1958. Fourteen 


Course for Physicians General Practice. Monday 
through Friday, February 28, 1958.* 


Contact: Seymour Farber, M.D., Head, Postgraduate 
Instruction, Office Medical Extension, University 
California Medical Center, San Francisco 22. MOntrose 
4-3600, Ext. 665. 


STANFORD UNIVERSITY SCHOOL MEDICINE 


Morning Clinical Conferences, each Monday, Room 
515. Contact: Pischel, M.D., Professor, Division 
Ophthalmology, Stanford University School Medicine, 
2398 Sacramento St., San Francisco 15. 


UNIVERSITY SOUTHERN CALIFORNIA, 
LOS ANGELES 


Cardiac Resuscitation. Sponsored the Los Angeles 
County Heart Association each Wednesday throughout 
the year, p.m. Residents admitted without fee. 
Tuition for all other physicians: $30.00. (Each session 
all-inclusive.) 


Basic Home Course Electrocardiography. One year 
Postgraduate Series, electrocardiogram interpretation 
mail, Physicians may register any time and receive 
all issues. Fifty-two weeks. Fee: $100.00. 


Advance Home Course Electrocardiography. One 
year postgraduate series, electrocardiogram interpreta- 
tion mail. Fifty-two issues: $85.00. Physicians may 
register any time. 


Conferences Clinical Endocrinology. Hotel Statler, 
Los Angeles, November Fee: $67.00. 

Contact: Phil Manning, M.D., Director, Postgraduate 
Division, University Southern California School 


Medicine, 2025 Zonal Avenue, Los Angeles 33. CApital 
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COLLEGE MEDICAL EVANGELISTS 


Vue-Vox Postgraduate Refresher Courses. Courses 
are made four more half-hour lectures each, 
recorded hi-fi magnetic tape and illustrated 35- 
filmstrips slides full color, and adapted for 
use any standard tape recorder and filmstrip slide 
projector, automatic manual. 


Contact: Paul Foster, M.D., chairman, 
Audio-Visual Courses, College Medical Evangelists 
School Medicine, 316 North Bailey St., Los Angeles 
33. 


CALIFORNIA MEDICAL ASSOCIATION 
POSTGRADUATE COURSES 


POSTGRADUATE INSTITUTES—1958 


San BERNARDINO, RIVERSIDE AND ORANGE co- 
operation with College Medical Evangelists, Arrow- 
head Springs Hotel, San Bernardino County, February 
and 14, 1958. Chairman: Elmer Carlson, M.D., 
756 Euclid Ave., Ontario. 


West Coast cooperation with UCLA School 
Medicine, Golden Bough Theater and Playa 
Hotel, Carmel, March and Chairman: Howard 
Miles, M.D., 535 Romie Lane, Salinas. 


San cooperation with Stan- 
ford University School Medicine, Hotel Californian, 
Fresno, March and 21, 1958. Chairman: Henry 
Tiesche, M.D., 1759 Fulton St., Fresno. 


Coast cooperation with USC School 
Medicine, Hoberg’s Resort, Lake County, April 10, 
and 12, 1958. Chairman: Alfred Thurlow, Jr., 
M.D., 185 Sotoyome Ave., Santa Rosa. 


SACRAMENTO VALLEY cooperation with Uni- 
versity California School Medicine, San Francisco, 
Tahoe Tavern, Lake Tahoe, June and 20, 1958. 
Chairman: Robert Quillinan, M.D., 616 Alhambra 
Blvd., Sacramento. 

Contact: One the chairmen listed above, Mrs. Mar- 
garet Griffith, Director, Postgraduate Activities, Cali- 
fornia Medical Association, 417 So. Hill Street, Los 
Angeles 13. Madison 6-0683. 


C.M.A., now offers (on subscription basis) series 
hour-long tape recordings designed keep the physi- 
cian abreast current happenings his particular 
field. Composed practice-useful abstracts from 600 
leading journals, with short lectures and editorial com- 
ments from prominent physicians, Audio Digest offers 
programs covering general practice, surgery, internal 
medicine, obstetrics and gynecology, and pediatrics. 

Contact: Claron Oakley, editor, 1919 Wilshire Blvd., 
Los Angeles 57. 


Medical Dates Bulletin 


OCTOBER MEETINGS 


Northern California Sym- 
posium Cardiovascular and Renal Disease, October 
18, p.m.; October 19, a.m. p.m., Hotel Clare- 
mont, Berkeley. Contact: Lena Milick, executive secre- 
tary, Central Staff Education Committee, Kaiser Foun- 
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dation Hospital, Broadway and MacArthur Boulevard, 
Oakland 11. 


Annual Meeting, Octo- 
ber 24, Santa Barbara. Contact: Walter Scott, 
M.D., secretary, 1321 Vermont Ave., Los Angeles 27. 


Santa County Heart and SANTA 
Disease Symposium, October 21, p.m. p.m., Mon- 
tecito Country Club. Contact: Frank Harader, execu- 
tive director, Sola St., Santa Barbara. 


State Boarp Written Examina- 
tion, October 24, 


CONFERENCE LocaL HEALTH OFFICERS 
Semi-Annual Meeting, October 24, San Francisco. 
Contact: Donald Davy, M.D., State Dept. Public 
Health, 2151 Berkeley Way, Berkeley. 


Society INTERNAL Annual Meet- 
ing, October 27, Mirador, Palm Springs. 
Contact: Mrs. Mildred Coleman, executive secretary, 
350 Post St., San Francisco 


INTERNAL MEDICINE Scientific Session, 
The Thyroid. Mirador, Palm Springs, p.m., 
October 26. Contact: William Cover, M.D., 575 Fifth 
St., San Bernardino. 


NOVEMBER MEETINGS 


ACADEMY GENERAL Ninth Annual 
Scientific Assembly, November Hotel Statler, 
Los Angeles. Contact: William Rogers, executive 
secretary, 461 Market Street, San Francisco. 


SurcicaL Seventh Congress, 
November 22, Honolulu, Hawaii. Contact: 
Pinkerton, M.D., Director General Pan-Pacific Sur- 
gical Association, Room 230, Young Bldg., Honolulu, 
Hawaii. 

Annual Symposium, No- 
vember 17, Statler Hotel and Los Angeles County 
General Hospital. Contact: Wallace Frasher, D., sec- 
retary, 1200 State St., Los Angeles. 


DECEMBER MEETINGS 


Course Diseases the Chest, Ambassador Hotel, 
Los Angeles, December 13. Contact: Alfred Gold- 
man, M.D., chairman, 416 Bedford Drive., Beverly 
Hills. 


1958 MEETINGS 


County Heart 1958 Annual Sym- 
posium Heart Disease, January 25, all day, Disney- 
land Hotel, Anaheim. Contact: Howard Buswell, ex- 
ecutive director, Box 1704, Santa 


Session, February 21, Shirley-Savoy Hotel, Denver. 
Contact: Harvey Sethman, executive secretary, 835 
Republic Bldg., Denver 


INTERNATIONAL COLLEGE SuRGEONS 23rd Annual Con- 
gress and Canadian Sections 11th Biennial In- 
ternational Congress, March 13, Hotel Ambassador, 
Los Angeles. Contact: los Reyes, M.D., general 
chairman, 2010 Wilshire Blvd., Los Angeles 57. 


Louis Jones, M.D., 1020 Street, Sacramento 14. 
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ing, March 22, Del Monte Lodge, Del Monte, Cali- 
fornia. Contact: Benjamin Edwards, M.D., 2200 
Santa Monica Blvd., Santa Monica. 

and 12. Roosevelt High School Auditorium, Fresno. 
Contact: Valley Children’s Hospital, Fresno. 

AMERICAN COLLEGE OBSTETRICIANS AND GYNECOLOGISTS, 
April 23, Los Angeles. Contact: John Ullery, 
M.D., secretary, South Clark St., Chicago 


Annual Meeting, Am- 
bassador Hotel, Los Angeles, April 30. Contact: 
John Hunton, executive secretary, 450 Sutter San 
Francisco Clancy, director, Public Relations, 
417 South Hill St., Los Angeles 13. 


May 20, Huron, South Dakota. Contact: John 
Foster, executive secretary, 300 First National Bank 
Building, Sioux Falls, 

Annual Meeting with Canadian Public Health As- 
sociation, May 23, Vancouver, Contact: 
Mrs, Amy Darter, secretary-treasurer, 2151 Berkeley 
Way, Berkeley 
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AMERICAN LARYNGOLOGICAL May 20, 
San Francisco. Contact: James Maxwell, M.D., sec- 
retary, University Hospital, Ann Arbor, Michigan. 


AMERICAN May 
23, San Francisco. Contact: Johnson Putney, 
M.D., secretary, 1719 Rittenhouse Square, Philadelphia, 
Pa. 


Heart Annual Meeting, Scien- 
tific Session and Directors Meeting, Hacienda Motel, 
Fresno, May 25. Contact: Keith Thwaites, ex- 
ecutive director, 1428 Bush St., San Francisco. 


Meeting, June 22, San Francisco. Contact: Mr. 
Murray Kornfeld, executive director, 112 East Chestnut 
St., Chicago 11, 


Annual Meeting, June 
27, San Francisco. Contact: American Medical 
Association, 535 North Dearborn St., Chicago 10. 


Angeles. Contact: Norman Nigro, M.D., secretary, 
Peterboro St., Detroit Michigan. 
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INFORMATION 


New Program Aid 
For Totally and Permanently 
Disabled Persons 


DONALD FREEDMAN, M.D., San Francisco 


Aid the Needy Disabled was 
enacted the 1957 session the California Legis- 
lature and signed the Governor. became effec- 
tive October 1957. estimated that 13,000 
persons will receiving aid under this law (S.B. 
1509) within the first nine months operation. 


This fourth category public assistance (Title 
XIV the Social Security under which federal 
funds are available the state, was passed Con- 
gress 1950. provides financial aid persons 
need result severe disability. differs 
from other public assistance programs requires 
the state Department Social Welfare, rather than 
each county, make the final determination 
disability every case. 


Nearly all other states and territories adopted 
program aid the disabled earlier years. 
1951, and each subsequent session until 1957, 
the California State Legislature rejected bills in- 
tended help this group persons. For the first 
time, therefore, California will now utilizing 
available Federal well state and county funds 
caring for needy disabled persons. Heretofore, 
families some disabled persons have received 
assistance under the Aid Needy Children pro- 
gram, although the majority have been dependent 
upon limited county aid grants the kindness 
friends relatives. 


Under the new law California, needy disabled 
person one who “both permanently impaired 
and totally disabled.” This means “suffering from 
major physical major mental impairment, 
not psychosis [that] appears reasonably cer- 
tain continue throughout the lifetime the in- 
dividual without substantial improvement.” Further- 
more, must require “constant and continuous 
care” which terms are defined “bedfast, chair- 


Dr. Freedman Area Medical Consultant, State California De- 
partment Social Welfare, San Francisco. 
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mental physical impairment makes continuous 
supervision essential.” 

Such wording limits this program cases 
extreme disability. This assured requiring that 
the definition terms “be strictly construed.” 
Nevertheless, provided that the Department 
Social Welfare “shall encourage the rehabilitation 
employment the recipient” those cases 
where appears that with proper care and training 
the person may become wholly partially self- 
supporting. 

From the physician’s viewpoint, the important 
factors affecting disability are the severity the 
condition, its permanence, and the need for con- 
tinuing care—medical, nursing other. Patients 
will asking their physicians for medical reports 
elaboration these points. These reports are 
required before determination disability 
made. Information will sought also such as- 
pects the problem medical history, positive 
physical findings, diagnoses, recommendations and 
evaluation the immediate and future effects 
upon the patient’s daily activities. 

“Psychosis” diagnosis that makes patient 
ineligible under the program. However, refers 
primarily severe mental disorders with extensive 
disorganization personality. Others excluded are 
patients hospital for mental disease tuber- 
culosis, and inmates public custodial institutions. 
The minimum age limit years, and the patient 
must citizen continuous residence the 
United States since January 1932. California resi- 
dence required for one year preceding the date 
the application, and five years within the nine 
years preceding application. 


Payment for medical examinations will ar- 
ranged each county welfare department sepa- 
rately. The agency, however, may designate physi- 
cian, hospital, clinic panel physicians 
perform these examinations order secure cur- 
rent medical findings. Consequently, the county 
medical society may wish discuss such plans with 
the respective welfare agency. This has particular 
significance for physicians with severely disabled, 
private patients who may apply for aid under this 
program, since the full clinical picture essential 
for the Department Social Welfare. has value 
also the physician and his patient for two reasons: 
First, because patient cannot judged eligible 
for financial aid without detailed report; and 
second, because additional services desired the 
physician his patient might obtained these 
needs are reported. Such services may include 
securing walkers, wheelchairs, home nursing, hair- 
cuts, appliances and physical therapy. 


Payment physicians for providing medical treat- 
ment disabled patients under ATD not included 
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the medical care fund the state Department 
Social Welfare. This arose not from discrimination 
against the ATD group but was due the fact that 
the legislature passed the bill too late the 
session include provision for medical care. 


All medical reports will reviewed physi- 
cians. First, each county welfare agency the 
medical consultant will evaluate them determine 
whether the information sufficiently complete 
meet state requirements. the interest the patient, 
comprehensive medical findings are vital. Then, 
when adequately detailed, reports will studied 
practicing physicians serving part time the 
state agency’s medical review teams. 


Social workers have the responsibility conduct- 
ing thorough social evaluation every case, 
complement findings the examining physician. 
the determination disability not solely 
medical one but depends upon social factors 
well. Thus the patient’s problems regarding such 
matters bathing, toileting, ambulation and feed- 
ing may fully known. Utilizing the findings 
both physician and social worker, medical review 
teams established within the state Department 
Social will make the final determinations 
regarding permanency and totality the disease 
disability. Regulations require all review teams 
follow standard method evaluating the facts 
each case, achieve uniformity statewide 
the fullest extent possible. Some patients will 
thoroughly incapacitated that further medical 
examination will needed far eligibility for 
aid concerned. Others will followed stated 
intervals determine change status dis- 
ability, while certain patients will denied aid 
because insufficient disability. These decisions 
will reached the teams after thorough study 
the records. 


Disability relative matter which may 


*In San Francisco, Los Angeles and Sacramento. 
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viewed differently different physicians. When 
considering such matters permanence dis- 
ability, seriousness prognosis chances for im- 
provement specific functions such ambulation 
self-care, variations judgment are bound 
occur. Nevertheless, review teams will trained 
exercise judgment based upon criteria utilized 
statewide. Thus, disability cases will range between 
two extremes, extending from complete immobiliza- 
tion bed, the patient being unable satisfy 
single need perform any function unaided, 
full command all functions and faculties despite 
the disability. For example, one extreme polio- 
myelitic patient respirator, and the other 
paraplegic person with his own car and job. Any 
condition short complete immobilization modifies 
the absolute nature the condition, yet many in- 
capacitated patients although capable limited 
degree self-care may nevertheless qualify 
permanently disabled persons under ATD. 


the physician, whether his office 
hospital setting, this program provides total medi- 
cal-social evaluation patients suffering with se- 
verely crippling disabilities. the patient, means 
that some will receive financial aid for the first time, 
despite many years deprivation based upon 
physical mental defect. growing number 
patients should enabled achieve greater 
amount self-help services, rehabilitation, 


‘supervision, other needs such drugs. Aid 


the Disabled represents, therefore, beginning 
attempt alleviate some the harmful and demor- 
alizing effects upon the individual, the family, and 
society disabled citizens, many whom have 
been existing without ameliorative restorative 
services. This program serves the physician and the 
community with additional method strengthen- 
ing the individual and family, creating barrier 
against social, physical and emotional disintegra- 
tion resulting from disease injury. 
821 Market Street, San Francisco 3. 
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DISEASES THE NOSE, THROAT AND EAR— 
Tenth Edition—Howard Charles Ballenger, M.D., F.A.C.S., 
Professor Emeritus the Department Otolaryngology, 
and John Jacob Ballenger, B.S., M.S., M.D., Associate in 
the Department of Otolaryngology, both from Northwest- 
ern University Medical School. Lea Febiger, Philadel- 
phia, 1957. 968 pages, 550 illustrations and plates, $17.50. 


Like its predecessors, the tenth edition this classic 
American text most comprehensive and well illustrated. 
Divided into five sections: The Nose and Accessory Sinuses, 
The Pharynx and Fauces, The Larynx, The Ear, and Bron- 
chology, Esophagology and Gastroscopy, the book well 
organized and presents its material concisely and logically. 
The sections surgery the nasal septum and bron- 
choesophagology are notably excellent. 

The major defect this new edition its obsolescence. 
For the most part, the text unchanged from previous edi- 
tions, and conspicuously uncontaminated many the 
important recent advances otorhinolaryngology. Where 
revisions have been made, they are usually added the old 
material. example this, the section stapes mobili- 
zation, operation which has gained very important place 
otology recent years, occupies only portion one 
page this text. This disturbing the reader, since this 
volume still devotes long sections archaic methods med- 
ical and surgical therapy. Although these obsolete tech- 
niques are great historical interest, they occupy dispro- 
portionately large part the book. 

Despite these shortcomings, the tenth edition Ballenger 
and Ballenger remains one the foremost texts otorhino- 
laryngology. This volume will most useful residents 
ear, nose, and throat, and should valuable reference 
this subject for physicians whose primary interests lie 
other fields. Because the inadequacy the revisions, the 
purchase this edition physicians who already have this 
book its eighth ninth edition not recommended. 
Leso, M.D. 


* * * 


THE PERSON BEHIND THE DISEASE—Julius Bauer, 
M.D., Clinical Professor Medicine, College Medical 
Evangelists, Grune & Stratton, New York, 1956, 136 pages, 
$3.50. 


“The Person Behind the Disease” brilliant tour 
force, which great clinician, investigator and teacher 
has brought together ideas from all his works, starting with 
his earliest quoted article: Zur Funktionspruefung des vege- 
tativen Nervensystems, Deutsche Arch. Med. 107:39, 
1912, and ending with his penultimate revised book: Differ- 
ential Diagnosis Internal Diseases. Ed. New York, 
Grune Stratton, Inc., 1955. between, source material, 
are his many well known publications dealing with consti- 
tution and disease, genetics, endocrinology 
apy, well wide sampling the literature indi- 
cated the remainder the 193 references the bibliog- 
raphy. 

Simply compressing much material and much 
thought into 136 pages, the author already achieves one 
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phase his objective: “To elaborate the fundamental 
principles holistic concept medicine.” Every appro- 
priate subject touched upon and related the notion 
the individual unique whole. Because the book 
brief, brings within the convenient grasp the reader, 
both literally and figuratively, the many factors which in- 
fluence individual constitution and which thus individualize 
illness. also directs attention those attributes the 
physician necessary his awareness the “person behind 
the disease.” 

The condensation involved such brevity also makes for 
few inevitable difficulties. The very title, which preci- 
sion meaning sacrificed catchiness, indicates the 
nature the trouble. While the “elaboration” broad and 
rounded its range, necessarily shallow its depth. 
Hence, some the presentations, for instance genetics 
and enzymes, may difficult follow the reader not 
previously well versed the subject under consideration. 
Other presentations, such some those subsumed under 
discussions psychologic medicine, are arbitrary and dog- 
matic. the other hand, within just this area that Dr. 
Bauer makes exceptionally clear formulation his own 
position the “mind body enigma,” stated against the back- 
ground various views the subject, some differing, some 
body the newborn person, and are stay the 
firm ground logic must conclude that originated 
from the genes the fertilized ovum.” 

Altogether, pleasure recommend this small book 
which economically integrates for the reader everything 
has previously learned about constitution and disease, 
and the same time stimulates and directs him litera- 
ture which may wish explore. 

Leona Bayer, M.D. 


* * 


EXPECTANT MOTHERHOOD—Third Edition, Revised 
—Nicholson J. Eastman, M.D., Professor of Obstetrics, 
Johns Hopkins University, Little, Brown and Company, 
Beacon Street, Boston Mass., 1957. 198 pages, $1.75. 


This book for the prenatal patient well known ob- 
stetricians and most other physicians who care for preg- 
nant women. has been enormously popular during the 
years its existence and undoubtedly will continue 
used educational device and source answers 
most the questions with which obstetric patients con- 
stantly bedevil their doctors. The new edition has precisely 
the same number pages the previous one and there have 
been few changes the the discussion anesthe- 
sia, such items morphine, rectal ether and paraldehyde 
longer are mentioned, but these gaps are neatly filled 
brief mention Demerol, Trilene, local anesthesia, and 
natural childbirth. The advice offered this volume 
palatable mixture common sense and science, presented 
the lucid and pleasing literary style characteristic 
the author. 

McLennan, M.D. 
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RADICULAR SYNDROMES—With Emphasis Chest 
Pain Simulating Coronary Disease—David Davis, B.S., 
M.D., The Year Book Publishers, Inc., 200 East Illinois, 
Chicago, 1957. 266 pages, $6.50. 


This book personal account Doctor Davis’ experi- 
ences with patients with chest pain simulating coronary dis- 
ease whose basic difficulty was radiculitis from cervical 
arthritis, The book has rather complete account radic- 
ular syndromes the cervical and thoracic spine and gives 
some detail series cases personally observed and 
treated which support the author’s thesis. extremely 
valuable have this differential diagnostic entity called 
our attention because the differences prognosis 
the two diseases, The only criticism one might have toward 
the book that times Doctor Davis becomes protagonist 
rather than impartial, objective appraiser the facts. 
One may wonder whether relief chest pain with traction 
necessarily means that the chest pain was radicular origin 
because the psychological impact physical therapy. 
The author aware this, however, and comments 
other findings such local tenderness and limitation 
motion which support the radicular syndrome rather than 
coronary disease. 


view the frequency and importance chest pain 
from arthritis the cervical and this book 
would importance all practitioners. 


* * 


ATLAS CARDIAC SURGERY—Jorge Rod- 
riguez, M.D., Assistant Professor of Surgical Anatomy and 
Research Association, Department of Surgery, University 
of Mississippi Medical School. W. B. Saunders Company, 
Philadelphia, 1957. 250 pages, $18.00. 


This admirably assembled atlas cardiac surgery be- 
ing published time when real need exists for such 
compendium. The rapid progress the development new 
techniques used the management congenital and ac- 
quired cardiac disease has far outstripped the ability 
standard textbooks surgery keep abreast. now 
the only available means for student become familiar 
with the field has been read the original publications 
variety surgeons appearing numerous surgical jour- 
nals. Lacking the experience for careful selection, the stu- 
dent frequently only bewildered the volume pub- 
lished papers flooding the literature. Dr. Rodriguez has de- 
scribed and accurately illustrated the currently most accept- 
able methods and techniques cardiac surgery. 


Inasmuch this field being pioneered relatively 
small number surgeons, each whom has been note- 
worthy the development selected areas cardiac sur- 
gery, apparent that atlas this type should 
summary the experience these specific men, The author 
has carefully selected surgeons whose reported results indi- 
cate proficiency. indicates the Preface that has vis- 
ited the clinics and operating rooms each these sur- 
geons and from this experience has compiled, with the aid 
drawings, digest their methods. Each procedure 
linked with the name the surgeon whose method de- 
scribed. 


The four main sections cardiac surgery the atlas are: 
Surgery the great vessels, II. Surgery the valves 
the heart, III. Surgery congenital defects the heart, 
and IV. Pericardiectomy, revascularization procedures, 
wounds the heart and cardiac arrest. When there sig- 
nificant difference opinion between two surgeons, the 
method each described. The stages each operative 
procedure are described, both the text and the accom- 
panying drawings. When there are anatomic pathologic 
variations associated with the same clinical syndrome, the 
variations are 
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separate section the book deals with adjuvants 
cardiac surgery. this section are discussed instruments, 
anesthesia, hypothermia and mechanical, extracorporeal cir- 
culation. the operative descriptions, the author de- 
scribes the methods and opinions specific individuals and 
clinics. 

One the remarkable portions this publication the 
section: Surgical anatomy the heart and great vessels. 
this section Rodriguez, who primarily surgical anat- 
omist, draws upon his personal experience the dissecting 
room. indicates, “Classical anatomical descriptions 
the heart may inadequate and even misleading, because 
such descriptions are based study the heart removed 
from the chest cavity. preparing the plates and descrip- 
tions, particular emphasis has been placed those anatomi- 
cal landmarks which are basic the execution surgery 
the heart and great vessels.” 

this reviewer’s opinion “An Atlas Cardiac Surgery” 
should have priority the studies surgeons now entering 
the field cardiac surgery. The book also value the 
cardiologist, internist general practitioner who desires 
conversant with the principles cardiac surgery. Al- 
though the author has not included bibliography, the stu- 
dent will most certainly find that his study surgical jour- 
nals will more expeditiously directed with the material 
this volume background. 


M.D. 


NAVY SURGEON CALIFORNIA 1846-1847—The 
Journal of Marius Duvall—Fred B. Rogers (editor). De- 
signed and printed by Lawton Kennedy, published by John 
Howell, San Francisco, California, 1957. $10.00. 


Bernard Voto wrote few years ago history entitled, 
The Year Decision, 1846. Certainly 1846 was year 
decision for California, and the events that exciting 


period are most interestingly told Navy Surgeon 


California 1846-1847—The Journal Marius Duvall.” 

This medical man, assistant surgeon the ship Ports- 
mouth, takes observant interest the affairs Califor- 
nia. While, for the most part away from his medical duties, 
writes the spot the Bear Flaggers, the Mormons 
and the Spanish Californians, there important information 
relating Fremont regarding the Berreyesa and Haro 
killings. 

Duvall helps bring life important part Cali- 
fornia history and his heretofore unpublished account be- 
longs every California library. 

This beautifully designed and printed book the work 
Lawton Kennedy, one California’s leading printers. 

Colonel Rogers congratulated for editing, and 
Warren Howell for publishing this significant account. 


M.D. 


X-RAY TECHNOLOGY—Charles Jacobi, R.T. 
(A.R.X.T.), M.T. M.T. (A.M.T.), Head, X-Ray 
Technology, Oregon Technical Institute, Oretech, Oregon; 
and Donald E. Hagen, R.T. (A.R.X.T.), Instructor, X-Ray 
Technology, Oregon Technical Institute. The C. V. Mosby 
Company, St. Louis, 1957. 410 pages, $9.75. 


Instructional material used for the teaching students 
x-ray technique has been brought together into this conveni- 
ent volume. There are chapters and glossary. Elemen- 
tary x-ray physics and electricity, darkroom technique, and 
anatomic technique for the different body sites are clearly 
outlined. The illustrations are mostly reproductions those 
published Merrill’s “Atlas Roentgenographic Posi- 
tions,” which author due credit given. 

The glossary comprehensive one and the index ade- 
quate. The manual will use students x-ray tech- 
nique. 
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SLEEP—Marie Carmichael Stopes, Doctor Science, 
London. Philosophical Library, New York, 1956. 154 pages, 
$3.00. 


amusing combination fact and fancy, science and 
fiction, knowledge and folklore the subject sleep. 
Foam rubber mattresses are described “pernicious” be- 
cause they “cut you off from electric currents the earth 
with which you should contact.” 

The reader warned place his bed north-south 
direction lest magnetic currents cause subconscious dis- 
turbance that interferes with sleep—as has occurred the 
author. 

Among long list Do’s and Don’ts, one cautioned 
avoid foods like lobster salad which “may strain the diges- 
tion with sufficient extra work stimulate the consciousness 
little (and) turn dreams into seminightmares. 

The passing the bedroom chamber pot bemoaned 
important cause the current increase sleeplessness. 

difficult tell the book were written seriously 
with “tongue cheek.” any case will not help 
physicians who treat insomnia patients who suffer 
from it. 

Norman M.D. 


* * 


ESSENTIALS CLINICAL PROCTOLOGY—Third 
Edition—Manuel G. Spiesman, M.D., B.S., LL.D., F.1.C.P., 
Associate Professor of Proctology; and Louis Malow, M.D., 
B.S., F.A.C.S., Associate in Surgery, both from the Chi- 
cago Medical School. Grune Stratton, New York, 1957. 
316 pages, $8.75. 


This work, with chapter titles listing most the com- 
mon subjects the anorectal area Proctology (major 
surgery the rectum and colon not included) has been 
revised three times since its first appearance 1946. This 
would seem testify either the general interest this 
field the excellence the book. 

intended present “...in outline form, only the 
simplified embryology and anatomy pre- 
operative and postoperative proctologic care.” out- 
growth lectures diseases the anus, rectum and colon 
given medical and postgraduate students. The present edi- 
tion has added chapters the injection treatment hem- 
orrhoids, pediatric proctology, steps and illustrations the 
performance sigmoidoscopic examination, chapter 
ulcerative colitis and hydradenitis suppurativa well re- 
vised ones postoperative complications, histopathologic 
classification polyps, coccygodynia and proctalgia fugax. 

The volume not intended encyclopedic but 
based, rather, the personal experience the authors and 
therein lies its chief claim helpfulness text. While 
more comprehensive publications are more complete their 
exposition, they may tend dispassionate, impersonal 
and undiscriminating their views. The specialist proc- 
tology will almost certainly find points with which dis- 
agrees several chapters while the uninitiated may accept 
more readily the methods set forth, However, the nonspecial- 
ist least will have something tangible with which work 
without the necessity assaying more extensive arbeit. 
This not say, course, that the bulk the book con- 
troversial for most the material well established. 

the field controversy the subject Pecten 
Band, Pectenosis and Pectenotomy,” topic which the 
authors are particularly interested and which they have 
devoted disproportionately large chapter considering the 
brevity with which many other subjects are dealt. The ex- 
istence pectenosis clinical entity not accepted 
large number proctologists. 

There are many other points classification, interpreta- 
tion and which some proctologists will find 
themselves disagreement. 
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The sections Pediatric Proctology, operative repair 
procidentia, the simpler methods repairing the inconti- 
nent anus and the treatment malignancy, among others, 
are inadequate and incomplete. 

However, the subjects cystitis, papillitis, abscess, ano- 
rectal fistula, hemorrhoids, pruritus ani, tuberculosis, vene- 
real diseases, polyps, coccygodynia, pilonidal disease and 
constipation are all dealt with light the authors’ exten- 
sive experience over period thirty years with varying 
degrees brevity but containing the essentials good 
teaching form the intent the book. 

The diagrams, pictures and colored plates have been 
chosen with discrimination, are liberal number and are 
forceful. 

M.D. 


GIFFORD’S TEXTBOOK OF OPHTHALMOLOGY — 
Sixth Edition—Francis Heed Adler, M.D., William Nor- 
ris and George DeSchweinitz, Professor Ophthalmol- 
ogy, University Pennsylvania Medical School. 
Saunders Company, Philadelphia, 1957. 499 pages, 277 fig- 
ures and color plates, $8.00. 


The fact that this the sixth edition book written 
Gifford and published for the first time 1938 bears out 
Dr. Adler’s contention that the book has been satisfactory 
textbook for medical students and general practitioners. 
avoids details that are found many smaller books sup- 
posedly published for the same purpose. Certain details 
which necessitate rather intimate knowledge ophthal- 
mology have been omitted, and the book deals primarily 
the problems ophthalmology, injuries and diagnoses which 
are interest medical students and general practitioners. 

Dr. Adler has edited the book for sufficient number 
editions that longer entirely Dr. Gifford’s book, but 
combination the writings two our most outstand- 
ing ophthalmologists. 

The format, printing and illustrations are the usual 
Saunder’s standard. The book highly recommended 
outstanding volume for medical students and all physicians 
wishing information ophthalmology without the details 
found the textbooks for ophthalmologists. 


* * * 


RYPINS’ MEDICAL LICENSURE EXAMINATIONS— 
Topical Summaries and Edition—Walter 
Bierring, M.D., M.A.C.P., M.R.C.P., Edin. (Hon.), 
Lippincott Company, Philadelphia, 1957. 964 pages, $10.00. 


The eighth edition this book maintains the same ar- 
rangement the previous editions. provides compact, 
concise and orderly presentation the various fields med- 
icine aid reviewing for licensure and other exam- 
inations. 

The seventh edition was reviewed 
78:834, April 1953. 

this recent volume there short opening article 
Medical Qualifying Examinations which the objective 
multiple-choice written examinations are discussed and ex- 
amples questions given. There are small changes word- 
ing and phraseology throughout the book. Here and there 
deletion obsolete ideas and addition new material oc- 
curs. The fact that allergy longer invoked etio- 
logical factor collagen diseases, the elimination ex- 
ternal pelvimetry necessary procedure obstetrics, and 
the mention Salk vaccine are examples the up-to-date 
revision the text. 

This book abreast present-day knowledge the med- 
ical world and continues hold its place excellent aid 
the student who preparing for examinations both the 
basic medical sciences and the clinical sciences. also 
value the examiner preparing examination questions. 
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